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EXH BIT

5 - Schechter, MD

December 2, 2021
Dear All:

On behalf of the Standards of Care Version 8 Committee, we are pleased to present the
DRAFT Version on the Standards of Care Version 8, now available through Thursday,
December 16, 2021, at 11:59pm eastern time, for public comment.

Please note that this document is WPATH property and is being disseminated for
public comment only, it is not to be copied or distributed. The final document will
include an introduction, methodology section, several appendices, and supplementary
information. More information is available on the SOC8 revision process on the WPATH
website at

Your comments will be reviewed to shape the SOC8. Please note that all statements have
been developed based on the available literature and clinical expertise. Once developed
they have been approved by every member (120+) of the SOC8 (approval required 75%
acceptance rate). While statements likely cannot be changed, there is more opportunity to
make edits to the explications of the statements. Please include any comments to the draft
of the SOC8 in general or to the statements and these will be carefully considered.

Please note that the titles of each chapter have not been finalised

By clicking the links below, you will be taken to the survey for each chapter, within
the preamble of each survey is the link to the draft version of that chapter. Return to
this document to review other chapters and follow the same process.

Chapter Name Survey Monkey Link
Adolescent
Assessment
Child
Education
Epidemiology httos://www.surveymonkey.com/rf'WH9Q2GR
Ethics
Eunuch
Global
Hormone Therapy
Institutions https://www.surveymonkey.com/r/LLCTGHK
Intersex
Mental Health
Nonbinary

exh b tst cker.com
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Prima Care
Reproductive Health

Sexual Health https://www.surveymonkey.com/r/KF7PK9ON
Surgery

Terminology

Voice https://www.surveymonkey.com/r/5SFWYJLF

It is very important to understand how your comments relate to specific statements, please
be sure your comments relate to the statement. Of course, there is no need to make
comments for every single chapter and statement.

Finally, it is important to know that reference style, grammatical and spelling issues will be
corrected/reviewed as the last stage before publication by an independent editor, hence
there is no need to add comments regarding grammar, spelling or related to reference style

We look forward to receiving your comments and finishing the Standards of Care Version 8.

Please note that we may not be able to respond individually to each comment but will try our
best to consider each comment carefully.

We look forward to reviewing your comments received by Thursday, December 16, 2021,
at 11:59pm eastern time.

Kind regards,

Eli Coleman (Chair)
Asa Radix (Co-Chair)
Jon Arcelus (Co-Chair)
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S S

CHAPTERS

The Guideline Steering Committee, in discussion with chapter members, determined
the chapters for inclusion in the Standards of Care, based on the previous editions of
the SOC. Four new chapters were added. The chapters in the Standards of Care 8th
Version are:

1. Global Applicability of the Standards of Care
2. Terminology — Diagnostic Criteria
3. Epidemiologic Considerations

5. Assessment, Support and Therapeutic Approaches for Children

6. Assessment, Support and Therapeutic Approaches for Adolescents with
Gender Variance/Dysphoria NEW

7.  Assessment for Adults with Gender Variance/Dysphoria

8. Assessment, Support and Therapeutic Approaches for Non-Binary Individuals
NEW

9. Managing Mental and Behavioral Health Conditions in Adults

10. The Role of Primary Care in Gender Health

11.  Hormone Therapy for Adolescents and Adults

12. Sexual Health Across the Lifespan NEW

13. Reproductive Health for Adolescents and Adults

14. Voice and Communication Therapy

15. Surgery for Adolescents and Adults and Postoperative Care and Follow-Up

16. Applicability of the Standards of Care to People Living in Institutional
Environments

17.  Applicability of the Standards of Care to People with Intersex Conditions

18. Applicability of the Standards of Care to Eunuchs NEW

19. Competency, Training, Education NEW

20. Ethics NEW
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Global

Introduction

Transgender and gender diverse people are a highly diverse population (both in terms of
their identities and healthcare needs) and many experience stigma and consequent
marginalisation throughout their lives. Seen from a global perspective, violence against
transgender and gender diverse people is widespread, diverse in nature (emotional, sexual
and physical), and involves a range of perpetrators (including State actors). Worldwide,
statistics on murder are alarming, with over 4000 documented killings between January
2008 and September 2021; a number widely regarded as under-reported (TGEU, 2020).
Experiences such as these (and the anticipation or fear of encountering such experiences)
lead to what Meyer has described as minority stress (Meyer, 2003), and are associated with
poor health outcomes; both physical (e.g., Rich et al, 2020) and psychological (e.g.,
Scandurra et al, 2017; Shipherd et al, 2019, Tan et al, 2021).

Since the publication of the Standards of Care, Version 7 (SOC-7) there have been dramatic
changes in perspectives on transgender and gender diverse people and their healthcare.
Mainstream global medicine no longer classifies transgender and gender diverse identities
as a mental disorder. In the Diagnostic and Statistical Manual, Version 5 (DSM-5) from the
American Psychiatric Association (APA, 2013), the diagnosis of Gender Dysphoria focuses
on any distress and discomfort that accompanies being transgender and gender diverse,
rather than on the gender identity itself. In the International Classification of Diseases,
Version 11 (ICD-11), the diagnostic manual of the World Health Organisation (WHO, 2019b),
the Gender Incongruence diagnosis is placed in a chapter on sexual health, and focuses on
the person’s experienced identity, and any desire for gender affirming treatment that might
stem from that identity. Such developments, involving a depathologisation (or more precisely
a de-psychopathologisation) of transgender identities, are fundamentally important on a
number of grounds. In the field of healthcare, they may have helped support a care model
emphasising patients’ active participation in decision-making about their own healthcare,
supported by primary healthcare professionals (Baleige et al, 2021). It is reasonable to
suppose that these developments may also promote more socially inclusive policies,
including legislative reform in gender recognition facilitating a rights-based approach without
imposing requirements for diagnosis, hormone therapy and/or surgery. Such developments
may contribute greatly to the overall health and wellbeing of transgender and gender diverse
people (Aristegui et al, 2017).

Previous editions of the SOC have revealed that much of the recorded clinical

experience and knowledge in this area is derived from North American and Western
European sources. They have focused on gender-affirming healthcare in high income
countries enjoying relatively well-resourced healthcare systems (including with trained
mental health providers, endocrinologists, surgeons and other specialists), where services
are often funded publicly or (at least for some patients) by way of private insurance. For
many countries such healthcare provision is aspirational. Few if any health professionals
(primary or specialist) may exist, and even fewer may be competent to work with
transgender and gender diverse people. Psychological, hormonal, and surgical healthcare
may not be available and training options limited (e.g. Martins et al, 2020). Funding for
gender-affirming healthcare may be absent and patients often bear the full costs of whatever
healthcare they access.

Accessing gender-affirming healthcare options for this population can also be challenging.
Across much of the world resourcing in this area is non-existent or limited. Healthcare is
often unavailable, inappropriate, difficult to access and/or unaffordable. Healthcare providers
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often lack clinical and/or cultural competence, or opportunities for training. As already noted,
mainstream ‘Western' medicine historically viewed transgender and gender diverse people
as mentally disordered; a perspective that has only recently changed. For all these reasons,
transgender and gender diverse people have commonly found themselves disempowered as
consumers of whatever healthcare is available. Healthcare providers have found that the
relevant literature is largely North American and European, presenting particular challenges
for persons working in healthcare systems that are even less well resourced. Recent
initiatives, often involving transgender and gender diverse stakeholders as partners, are
changing this situation somewhat, providing a body of knowledge about how to provide
effective transgender and gender diverse healthcare in low- and middle-income countries
outside the Global North.

Within the field a wide range of valuable healthcare resources have_been developed in
recent years. Dahlen et al (2021) review clinical guidelines intended to be international in
scope; over half those reviewed originate from professional bodies based in North America
(e.g., Hembree et al, 2017) or Europe (e.g., T'Sjoen et al, 2020). These have informed
numerous healthcare resources including those developed for global use (WHO 2014;
UNDP et al, 2016), and for use in specific countries or regions outside North America and
Europe. Regional examples can be found in Asia and the Pacific (Health Policy Project et al,
2015, APTN, 2021), the Caribbean (PAHO, 2014), Thailand (Center for Excellence in
Transgender Health, 2021a,b), Australia (Telfer et al, 2020) and Aotearoa New Zealand
(Oliphant et al, 2018), and are commonly created through the initiatives of, or in partnership
with, transgender and gender diverse communities locally or internationally. These
resources may be of particular value to those planning, organising and delivering services,
including in low-income, low-resource countries of the Global South. There are likely to be
other resources published in languages other than English of which we are unaware.

Globally, transgender and gender diverse identities may be associated with differing
conceptual frameworks of sex, gender and sexuality, and exist in widely diverse cultural
contexts and histories. Considering the complex relationships between social and cultural
factors, the law, and the demand for and provisions of gender-affirming healthcare, the
SOC-8 should be interpreted through a lens that is appropriate for and within the context of
each health professional’s individual practice while maintaining alignment to the core
principles that underscore it (APTN and UNDP, 2012; PAHO, 2014; Health Policy Project et
al, 2015).

It is in this context, and by drawing broadly on the experiences of transgender and gender
diverse people and healthcare providers internationally, that we consider the global
applicability of SOC-8 within this chapter. We set out key considerations for health
professionals and conclude by recommending core principles and practices fundamental to
contemporary healthcare for transgender and gender diverse people, regardless of where
they live or the resources available to those who seek to provide such healthcare.

Summary of Recommendations

Statement 1: We recommend that health professionals and other users of the Standards
of Care, Version 8 (SOC-8) should apply the recommendations in ways that meet the
needs of local transgender and gender diverse communities, by being sensitive to the
cultures they work with and the realities of the countries they are practising in.

Statement 2: We recommend that healthcare providers understand the impact of social
attitudes, laws, economic circumstances and health systems on the lived experiences of
transgender and gender diverse people worldwide.
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Statement 3: We recommend that translations of the SOC focus on cross-cultural,
conceptual and literal equivalence to ensure alignment with the core principles that
underpin the SOC-8.

Statement 4. We recommend that health professionals and policymakers always apply the
SOC-8 core principles to their work with transgender and gender diverse people to ensure
respect for human rights and access to appropriate and competent healthcare, including:

General principles

e Be empowering and inclusive. Work to reduce stigma and facilitate access to
appropriate healthcare, for all who seek it;

o Respect diversity. Respect all clients, and all gender identities. Do not pathologize
differences in gender identity or expression;

e Respect universal human rights including the right to bodily and mental integrity,
autonomy and self-determination; freedom from discrimination and the right to the
highest attainable standard of health.

Principles around developing and implementing appropriate services and accessible
healthcare

Involve transgender and gender diverse people in the development and
implementation of services;

¢ Become aware of social, cultural, economic and legal factors that might impact the
health (and healthcare needs) of your client, as well as the willingness and
capacity of the person to access your services;
Provide healthcare (or refer to knowledgeable colleagues) that affirms clients’
gender identities and expressions, including healthcare that reduces the distress of
gender dysphoria or incongruence (if this is present);

e Reject approaches that have the goal or effect of conversion, and avoid providing
any direct or indirect support for such approaches or services

Principles around delivering competent services

e Become knowledgeable (get training, where possible) about the healthcare needs
of transgender and gender diverse people, including the benefits and risks of
gender-affirming care;

¢ Match the treatment approach to the specific needs of clients, particularly their
goals for gender identity and expression;

Focus on promoting health and wellbeing rather than solely the reduction of
gender dysphoria or incongruence, which may or may not be present;

¢ Commit to harm reduction approaches where appropriate;

Enable the full and ongoing informed participation of transgender and gender
diverse people in decisions about their health and wellbeing;

e Improve experiences of health services including administrative systems and via
continuity of care.

Principles around working towards improved health through wider community
approaches

e Put people in touch with communities and peer support networks;
e Support and advocate for clients within their families and communities (schools,
workplaces, and other settings) where appropriate.
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Statement 1:

We recommend that health professionals and other users of the Standards of Care,
Version 8 (SOC-8) should apply the recommendations in ways that meet the needs of
local transgender and gender diverse communities, by being sensitive to the cultures
they work with and the realities of the countries they are practising in.

Transgender and gender diverse people identify in many different ways worldwide, and
those identities exist within a cultural context. In English speaking countries, transgender
and gender diverse people variously identify, as transsexual, trans, gender non-conforming,
gender queer or diverse, non-binary, or indeed transgender and/or gender diverse, as well
as by other identities; including (for many identifying inside the gender binary) male or
female. (e.g., James et al, 2016; Strauss et al, 2017; Veale et al, 2019).

Elsewhere identities include (but are not limited to) travesti (across much of Latin America),
hijra (across much of South Asia), khwaja sira (in Pakistan), achout (in Myanmar), maknyabh,
paknyah (in Malaysia), waria (Indonesia) kathoey, phuying kham phet, sao praphet song
(Thailand), bakla, transpinay, transpinoy (Philippines), fa’afafine (Samoa), mahu (Hawai'i),
leiti (Tonga), fakafifine (Niue), pinapinaaine (Tuvalu and Kiribati), vakasalewalewa (Fiji),
palopa (Papua Niugini), brotherboys and sistergirls (Aboriginal and Torres Strait Islander
people in Australia) and akava’ine (Cook Islands) (e.g. APTN and UNDP, 2012; Kerry, 2014,
Health Policy Project et al, 2015). The identities to which these terms refer are often
culturally complex. Some exist in a spiritual or religious context. Depending on the cultures
and the identities concerned, some may be regarded as so-called ‘third genders' lying
beyond the gender binary (e.g., Peletz, 2009; Graham, 2010; Nanda, 2014). Some identities
are less firmly established than others. In many places worldwide the visibility of trans men
and non-binary trans masculine identities is relatively recent, with few or no applicable
traditional terms in local languages (Health Policy Project et al, 2015). Regardless of where
or with whom health professionals work (including those working with ethnic minority
persons, migrants and refugees) they need to be aware of the cultural context in which
people have grown up and live, and consequences for healthcare.

Worldwide the availability, accessibility, acceptability and quality of healthcare vary greatly,
with resulting inequities within and across countries (OECD, 2019). In some countries formal
healthcare systems exist alongside established traditional and folk healthcare systems, with
indigenous models of health underpinning the importance of holistic healthcare (WHO,
2019a). Health professionals should be aware of the traditions and realities within which
healthcare is available and provide support that is sensitive to local needs, identities and
cultures.

Statement 2:

We recommend that healthcare providers understand the impact of social attitudes,
laws, economic circumstances and health systems on the lived experiences of
transgender and gender diverse people worldwide.

Transgender and gender diverse people’s lived experiences vary greatly, depending on a
range of factors, including social, cultural, legal, economic and geographic. When
transgender and gender diverse people live in environments which affirm their gender and/or
cultural identities then these experiences can be very positive. Families are particularly
important in this regard (e.g., Pariseau et al, 2019, Yadegarfard et al, 2014, Zhou et al,
2021). However, seen from a global perspective, the circumstances in which they live are
often challenging. Widely accepted rights in international human rights law are commonly
denied to transgender and gender diverse people. These inciude rights to education, health
and protection from medical abuses, work and an adequate standard of living, housing,
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freedom of movement and expression, privacy, security, life, family, freedom from arbitrary
deprivation of liberty, fair trial, treatment with humanity while in detention, and freedom from
torture, inhuman or degrading treatment or punishment (International Commission of Jurists,
2007; 2017). For many transgender and gender diverse people worldwide, stigma prompts
prejudice, discrimination, harassment, abuse and violence, resulting in social, economic and
legal marginalisation, and poor mental and physical health, and even death — a process that
has been characterised as a stigma-sickness slope (Winter et al, 2016).

Across the world, a large number of studies detail the challenges transgender and gender
diverse people face (e.g. McNeill et al, 2012, 2013; Heylens et al, 2014; Human Rights
Watch, 2014;Aurat Foundation, 2016; James et al, 2016; Wu et al, 2017; Motmans et al,
2017; Suen et al, 2017; Scandurra et al, 2017; Coleman et al, 2018; Strauss et al, 2019;
Muller et al, 2019; Veale et al, 2019; Valashany and Janghorbani, 2019; Lee et al, 2020;
Bhattacharya and Ghosh, 2020; Chumakov et al, 2021). The research shows that
transgender and gender diverse people often experience stigma and prejudice, as well as
discrimination and harassment, abuse and violence, or they live in anticipation and fear of
such actions. Social values and attitudes hostile to transgender and gender diverse people,
often communicated to young people in school curricula (e.g., Olivier and Thurasukam,
2018), are expressed and perpetuated in laws, policies and practices that limit freedom to
express one's gender identity and sexuality, and hinder access to housing, public spaces,
education, employment and services (including healthcare). The end result is that
transgender and gender diverse people are commonly deprived of a wide range of
opportunities available to their cisgender counterparts, and are pushed to the margins of
society. To make matters worse, legal environments are often unfavourable, and at worst
hostile. Across much of the world transgender and gender diverse people’s access to legal
gender recognition is restricted or non-existent (e.g., UNDP and APTN, 2017; ILGA World,
2020a; TGEU, 2021).

Gender identity change efforts (gender reparative or gender conversion programmes aimed
at making the person cisgender) are widespread, cause harm to transgender and gender
diverse people (e.g. Bishop, 2019; Turban et al, 2020; GIRES et al, 2020; Asia Pacific
Transgender Network, 2020a,2020b, 2020¢,2021), and (like efforts targeting sexual
orientation) are considered unethical (e.g.Various, 2019, Various 2021, APS, 2021, Trispiotis
and Purshouse, 2021). They may be viewed as a form of violence. The UN independent
expert on protection against violence and discrimination based on sexual orientation and
gender identity has called for a global ban on such practices (Madrigal-Borloz, 2020). An
increasing number of jurisdictions is outlawing such work (ILGA World, 2020b).

Inequities arise from a range of factors including economic considerations and values
underpinning the provision of healthcare systems, particularly in regard to emphasis placed
on public-, private- and self-funding of healthcare. Lack of access to appropriate and
affordable healthcare can lead to a greater reliance on informal knowledge systems. This
includes information about self-administered hormones, in many cases without necessary
medical monitoring or supervision (e.g., Winter and Doussantousse, 2009; Do et al, 2018;
Liu et al, 2020; Reisner et al, 2021; Rashid et al, 2021). WHO notes that transgender and
gender-diverse individuals who self-administer gender-affirming hormones require access to
evidence-based information, quality products and sterile injection equipment (WHO, 2021).

In some parts of the world large numbers of trans women employ silicone as a means of
modifying their bodies, drawing on the services of silicone ‘pumpers’ and/or attending
pumping ‘parties’, often within their communities. The immediate results of silicone pumping
contrast with significant downstream health risks (e.g., Aguayo-Romero et al, 2015; Regmi
et al, 2019; Bertin et al, 2019), particularly where industrial silicone has been used and
where surgical removal may be necessary. Sexual health outcomes for transgender and
gender diverse people are also poor; HIV prevalence rates for trans women are around 19%
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worldwide; an estimated 49 times higher than the background prevalence rate (Baral et al,
2013).

Statement 3:

We recommend that translations of the SOC focus on cross-cultural, conceptual and
literal equivalence to ensure alignment with the core principles that underpin the
SOC-8.

Much of the research literature on transgender and gender diverse people is produced in
high-income and English-speaking countries. Global Northern perspectives on transgender
and gender diverse people (including on healthcare needs and provision) dominate this
literature. A May 2021 Scopus database search undertaken by the current authors shows
that 99% of the literature on transgender healthcare comes out of Europe, North America,
Australia or New Zealand. Overall, 96% of the literature is in the English language.
Transgender and gender diverse people of the Global South have received relatively little
attention in the English language literature, and the work of those health professionals who
work with them has often gone unrecognised and unpublished, or has not been translated
into English. A consequence of this is that when applying resources produced in the Global
North healthcare professionals may overlook the relevance and nuance of local knowledges,
cultures and practices.

When translating the principles set out in the SOC we recommend following best practice
guidelines for language translation to ensure high quality written resources are produced
that are culturally and linguistically appropriate to the local situation. It is important that
translators have knowledge about transgender and gender diverse identities
and cultures to check for literal translations that may lack relevance to the cultural context
and adapt these (where appropriate) with reference to linguistic structure and links between
language and culture (Centers for Medicare & Medicaid Services, 2010; Sprager & Martinez,
2015)

Statement 4:

We recommend that health professionals and policymakers always apply the SOC-8
core principles to their work with transgender and gender diverse people to ensure
respect for human rights and access to appropriate and competent healthcare,
including:

General principles

o Be empowering and inclusive. Work to reduce stigma and facilitate access to
appropriate healthcare, for all who seek it;
Respect diversity. Respect all clients, and all gender identities. Do not pathologize
differences in gender identity or expression;
Respect universal human rights including the right to bodily and mental integrity,
autonomy and self-determination; freedom from discrimination and the right to the
highest attainable standard of health.

Principles around developing and implementing appropriate services and accessible
healthcare

¢ Involve transgender and gender diverse people in the development and
implementation of services;

WPATH PROPERTY CONFIDENTIAL DRAFT FOR PUBLIC COMMENT NOT FOR DISTRIBUTION
DECEMBER 2021



Case 3:20-cv-00740 Document 252-16 Filed 05/31/22 Page 10 of 302 PagelD #: 5084

Become aware of social, cultural, economic and legal factors that might impact on
the health (and healthcare needs) of your client, as well as the willingness and
capacity of the person to access your services;

Provide healthcare (or refer to knowledgeable colleagues) that affirms clients’
gender identities and expressions, including healthcare that reduces the distress
of gender dysphoria or incongruence (if this is present);

Reject approaches that have the goal or effect of conversion, and avoid providing
any direct or indirect support for such approaches or services

Principles around delivering competent services

o Become knowledgeable (get training, where possible) about the healthcare needs
of transgender and gender diverse people, including the benefits and risks of
gender affirming care;

Match the treatment approach to the specific needs of clients, particularly their
goals for gender identity and expression;

¢ Focus on promoting health and wellbeing rather than solely the reduction of
gender dysphoria or incongruence, which may or may not be present; ‘

Commit to harm reduction approaches where appropriate;
Enable the full and ongoing informed participation of transgender and gender
diverse people in decisions about their health and wellbeing;

o Improve experiences of health services including administrative systems and via
continuity of care.

Principles around working towards improved health through wider community
approaches

e Put people in touch with communities and peer support networks;
e Support and advocate for clients within their families and communities (schools,
workplaces, and other settings) where appropriate.

The healthcare available to transgender and gender diverse people is diverse but is often
inadequate. Numerous reports from diverse regions worldwide show that, while transgender
and gender diverse people may report positive experiences of healthcare, many others do
not. (e.g., PAHO, 2014; Health Policy Project et al, 2015; TGEU, 2017; Motmans et al, 2017;
Strauss et al, 2017; Costa et al, 2018; Do et al, 2018; Callander et al, 2019; Muller et al,
2019; Gourab et al, 2019, Liu et al, 2020; Reisner et al, 2021). Mainstream healthcare
options often do not meet their needs for general, sexual, or gender-affirming healthcare.
Standard patient management procedures at clinics and hospitals often fail to recognise the
gender identities of their transgender and gender diverse patients (including where the
patients concerned identify outside the binary). Patients may be housed in wards that are
gender inappropriate for them and put them at risk of sexual harassment. Transgender and
gender diverse patients often encounter unsupportive or hostile attitudes from health
professionals and ancillary staff and may even be refused service. Of great concern,
healthcare professionals in some parts of the world are involved in gender identity change
efforts of the sort described earlier in this chapter.

Throughout the world there are many other barriers to gender-affirming healthcare. Health
professionals may often be unwilling to provide the services transgender and gender diverse
people seek. In some countries there may be laws or regulations that inhibit or prevent them
doing so. Where clinical guidelines are unclear or absent, general practitioners and other
primary care providers may be deterred from providing services. Where healthcare is
available patients may find that it is difficult to access due to distance, gatekeeping
practices, supply and demand issues resulting in long wait lists, or cost.
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The communities in which transgender and gender diverse people live commonly act as
important resources for their members. They provide social and emotional support, often in a
hostile environment. In addition, they often act as reservoirs of shared information on options
for healthcare, including parallel and informal healthcare options outside (and more
accessible and affordable than) mainstream medicine. This includes information about self-
administered hormones, in many cases without necessary medical monitoring or supervision
(e.g.Winter and Doussantousse, 2009; Aguayo-Romero et al, 2015; Do et al, 2018; Liu et al,
2020; Reisner et al, 2021; Rashid et al, 2021). WHO notes that transgender and gender
diverse individuals who self-administer gender-affirming hormones require access to
evidence-based information, quality products and sterile injection equipment (WHO, 2021).

Putting the important core principles outlined above into practice can improve experiences of
healthcare and promote respect for transgender and gender diverse people in all local
contexts. This is regardless of the realities of a healthcare system (including the cultural,
social, legal, economic context in which healthcare is provided), the level of provision
available, or the transgender and gender diverse people seeking such services.
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Termino ogy

Introduction/ Background

This chapter will lay the framework for language used in the SOC8. We offer recommendations
for use of terminology. We provide (1) terms and definitions, and (2) best practices for utilizing
them. This document is accompanied by a glossary of common terms and language to provide
a framework for use and interpretation of the SOCS.

Terminology

In this document, we use the phrase transgender and gender diverse to be as broad and
comprehensive as possible in describing members of the many varied communities globally of
people with gender identities and expressions that differ from the gender socially attributed to
the sex assigned to them at birth. This includes people who have culturally specific and/or
language-specific experiences, identities or expressions, and/or that are not based on or
encompassed by Western conceptualizations of gender, or the language used to describe it. We
use TGD for convenience as a shorthand for transgender and gender diverse.

The decision to use transgender and gender diverse resulted from an active process and was
not without controversy. Discussions centered on avoiding over-emphasis on the term
transgender, integrating nonbinary gender identities and experiences, avoiding the term gender
nonconforming, and recognizing the changing nature of language because as what is current
now may not be so in 5 years. Thus, the term transgender and gender diverse was chosen with
the intent to be most inclusive and to highlight the many diverse gender identities, expressions,
experiences, and healthcare needs of TGD people. A Delphi process was used wherein SOC8
chapter authors were anonymously and iteratively surveyed over several rounds to obtain
consensus on terms. The SOCS8 presents standards of care that strive to be applicable to TGD
people globally, no matter how a person self-identifies or expresses their gender.

Context

We know the language we have selected is not (nor could ever be) comprehensive of every
culture and geographic region/locale. Differences and debates over appropriate terms and
specific terminologies are common, and no single term can be used without controversy. Our
goal is to be as inclusive as possible and offer a shared vocabulary that is respectful and
reflective of varied experiences of TGD people while remaining accessible to health
practitioners and providers, and the public for the purposes of this document. Ultimately, access
to transition-related healthcare should be based on the informed consent of the individual, and
not on the nuances of the language used to describe transgender and gender diverse people in
general. Using language and terminology that is respectful and culturally responsive is a basic
foundation in the provision of affirming care, as is reducing stigma and harm experienced by
many TGD people seeking healthcare. It is vital for service providers to discuss with service
users what tanguage is most comfortable for them, and to use that language whenever possible

We explain why current terms are being used in preference to others. Rather than use specific
terms for medical, legal, and advocacy groups, we aim to foster a shared language and
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understanding in the field of TGD health and the many related fields (e.g., epidemiology, law) in
order to optimize the health of transgender and gender diverse people.

Sex, gender, gender identity, and gender expression are used in the English language as
descriptors that can apply to all people— those who are transgender and gender diverse (TGD),
and those who are not. There are complex reasons why very specific language may be the most
respectful, most inclusive, or most accepted by global trans communities, including the
presence or absence of words to describe these concepts in languages other than English, the
structural relationship between sex and gender, legal landscapes at the local, national, and
international levels, and the consequences of historical and present-day stigma that TGD
people face.

Because at present, the field of TGD health is heavily dominated by the English language, there
are two specific problems that constantly arise in setting the context for terminology. The first
problem is that words exist in English that do not exist in other languages (e.g., “sex” and
“gender” are only represented by one word in Urdu and many other languages). The second
problem is that there are words that exist outside of English that do not have a direct translation
in English (e.g., travesti, fa’afafine). Practically, this means that the heavy influence of English in
this field impacts both what terms are widely used, and which people or identities are most
represented or validated by those terms. The words used also shape the narratives that
contribute to beliefs and perceptions. While in past versions of the Standards of Care, WPATH
has used only transgender as a broadly defined umbrella term, version 8 broadens this
language to use TGD as the umbrella term throughout the document (see Global chapter).

Furthermore, the ever-evolving nature of language is impacted by external factors and the
social, structural, and personal pressures and violence enacted on TGD people and their
bodies. Many of the terms and phrases used historically have been marred by how, when, and
why they were used in discussing TGD people and have thus fallen out of use or are hotly
contested among TGD people, with some individuals preferring terms that others find offensive.
Some wish that these Standards of Care could provide a coherent set of universally accepted
terms to describe TGD people, identities, and related health services. Such a list, however,
does not and cannot exist without active exclusion of some people and without reinforcing
structural oppressions, with regards to race, national origin, Indigenous status, socioeconomic
status, religion, language(s) spoken, and ethnicity, among other intersectionalities. It is very
likely that at least some of the terminology used in SOC8 will be outdated by the time version 9
is developed. Some people will be frustrated by this reality, but we hope it will be seen instead
as an opportunity for individuals and communities to develop and refine their own lexicons, and
for people to develop a still more nuanced understanding of the lives and needs of TGD people,
including TGD people’s resilience and resistance to oppression.

Finally, law and the work of legal professionals are within the remit of these Standards of Care.
As such, language used most widely in international law is included here to help with the
development of the functional definitions of these terms and encourage their usage in legal
contexts in lieu of more antiquated and/or offensive terms. The most thorough document in
international human rights law uses the term “gender diverse”."

1 A/73/152, Report of the Independent Expert on protection against violence and discrimination based on
sexual orientation and gender identity
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respect in health care settings is paramount to ensure the health, wellbeing, and rights of TGD
people globally.

Statement 3:
We recommend that health professionals discuss with transgender and gender diverse
patients/clients what language or terminology they prefer.

In providing health care to TGD people, we recommend HCPs discuss with their patients/clients
what language or terminology they prefer be used when referring to them. This discussion
includes asking TGD patients/clients about how they would like to be addressed in terms of
name and pronouns, their gender and how they self-identify, and language to describe their
body parts. Utilizing affirming language or terminology is a key component of TGD-affirming
care (Lightfoot et al., 2018; Vermeir et al., 2018). Furthermore, these patient-centered
discussions and communications can serve to build rapport and reduce the mistrust many TGD
people feel toward HCPs and experienced within healthcare systems. Discussions of language
or terminology can also facilitate patient/client engagement and retention in care that is not
specifically TGD-related, such as uptake of routine preventive screenings and any necessary
medical follow-up of findings.
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Ep dem o ogy

In the previous (seventh) edition of its Standards of Care, WPATH identified only a small
number of articles attempting to estimate the size of the transgender and gender diverse (TGD)
population and characterized the state-of-the-science as “a starting point” requiring further
systematic study (Coleman et al. 2012). Since then, the literature on this topic has expanded
considerably as evidenced by a number of recent reviews that have sought to synthesize the
available evidence (Arcelus et al. 2015; Collin et al. 2016; Goodman et al. 2019; Meier and
Labuski 2013; Zhang et al. 2020).

In reviewing epidemiologic data pertaining to the TGD population, it may be best to avoid the
terms “incidence” and “prevalence”. Avoiding these and similar terms may preclude
inappropriate pathologizing of TGD people (Adams et al. 2017; Bouman et al. 2017). Moreover,
the term “incidence” may not be applicable in this situation because it assumes that TGD status
has an easily identifiable time of onset, a prerequisite for calculating incidence estimates
(Celentano and Szklo 2019) ). For all the above reasons, we recommend using the terms
“number” and “proportion” to signify the absolute and the relative size of the TGD population.

Perhaps the most important consideration in reviewing this literature is the variable definition
applied to the TGD population (Collin et al. 2016; Meier and Labuski 2013). In clinic-based
studies, the data on TGD people are typically limited to individuals who received transgender-
related diagnoses or counseling or those who requested or underwent gender affirming therapy,
whereas survey-based research typically relies on a broader, more inclusive definition based on
self-reported gender identities.

Another methodological consideration in assessing the size and distribution of the TGD
population is the need to understand what constitutes the sampling frame. As noted in recent
reviews (Goodman et al. 2019; Zhang et al. 2020), many of the published studies, especially
those conducted more than a decade ago, first assessed the number of patients seen at a
particular clinical center and then divided that number by an approximated population size. This
was unlikely to produce an accurate estimate because the numerator in the calculations is not
necessarily included in the denominator, and the true size of the denominator often remains
unknown. With these considerations in mind, it is advisable to focus specifically on recent
(published within the last decade) peer-reviewed studies that utilized sound methodology in
identifying TGD people within a well-defined sampling frame. These types of studies can
provide more accurate contemporary estimates.

The available studies can be assigned into three groups: 1) those that reported proportions of
TGD people among individuals enrolled in large health care systems; 2) those that presented
results from population surveys of predominantly adult participants; and 3) those that were
based on surveys of youth conducted in schools. Of these three categories, the most
informative and methodologically sound studies are summarized below. Additional details about
these and other similar studies can be found in recent literature reviews (Goodman et al. 2019;
Zhang et al. 2020).

Among studies that estimated the size of the TGD population enrolled in large health care
systems, all were conducted in the United States, and all relied on information obtained from
electronic health records. Four of those health system-based studies relied exclusively on
diagnostic codes to ascertain the TGD population; two studies (Blosnich et al. 2013; Kauth et al
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2014) used data from the Veterans Health Affairs system, which provides care to over 9 million
people, and two studies (Dragon et al. 2017; Ewald et al. 2019) used claims data from
Medicare, the federal health insurance program that primarily covers people 65 years of age or
older. The proportions of TGD people reported in these diagnostic code-based studies ranged
from approximately 0.02% to 0.03%. The fifth health systems-based study (Quinn et al. 2017)
was conducted at Kaiser Permanente plans in the states of Georgia and California; these plans
provide care to approximately 8 million members enrolled through employers, government
programs, or individually. The TGD population in the Kaiser Permanente study was ascertained
across all age groups using both diagnostic codes and free-text clinical notes. The proportions
of TGD people identified at Kaiser Permanente were higher than the corresponding proportions
reported in the Veterans Health Affairs and Medicare studies with the most recent estimates
ranging from 0.04 to 08%.

In contrast to results from the health system-based studies, findings from surveys that relied on
self-reported TGD status produced much higher estimates. Two US studies took advantage of
the Behavioral Risk Factor Surveillance Study (BRFSS), which is an annual telephone survey
conducted in all 50 states and US territories (Conron et al. 2012; Crissman et al. 2017). The first
study used data from the 2007-2009 BRFSS cycles in the state of Massachusetts, and the
second study used the 2014 BRFSS data from 19 states and the territory of Guam. Both studies
reported that approximately 0.5% of adult participants (at least 18 years of age) responded
“Yes” to the question “Do you consider yourself to be transgender?”

An internet-based survey administered to a sample of the Dutch population 15-70 years of age
(Kuyper and Wijsen 2014) asked participants to score the following two questions using a 5-
point Likert scale: “Could you indicate to which degree you psychologically experience yourself
as a man?” and “Could you indicate to which degree you psychologically experience yourself as
a woman?” The respondents were considered “gender ambivalent” if they gave the same score
to both statements and “gender incongruent” when they reported a lower score for their sex
assigned at birth than for their gender identity. The proportions of participants reporting
incongruent and ambivalent gender identity were 1.1% and 4.6%, respectively, for persons who
were assigned male at birth (AMAB), and 0.8% and 3.2%, respectively, for assigned female at
birth (AFAB) persons.

A similarly designed study estimated the proportion of TGD residents in the Flanders region of
Belgium using a sample drawn from the country’s National Register (Van Caenegem et al.
2015). Participants were asked to score the following statements: “I feel like a woman” and “/
feel like a man” on a 5-point Likert scale. Using the same definitions applied in the Dutch study
(Kuyper and Wijsen, 2014), the proportion of gender incongruent individuals was 0.7% for
AMAB people and 0.6% for AFAB people. The corresponding estimates for gender ambivalence
among AMAB and AFAB people were 2.2% and 1.9%, respectively.

A more recent population-based study evaluated the proportion of TGD people among
approximately 50,000 adult residents of Stockholm County, Sweden (Ahs et al. 2018). The
numerator was determined by asking participants the following question: “/ would like hormones
or surgery to be more like someone of a different sex.” Two additional items were designed to
identify individuals experiencing gender incongruence: “/ feel like someone of a different sex”
and “/ would like to live as or be treated as someone of a different sex.” The desire for either
hormone therapy or gender affirming surgery was reported by 0.5% of participants. Individuals
who expressed feeling like someone of a different sex and those who wanted to live as or be
treated as a person of another sex constituted 2.3% and 2.8% of the total sample, respectively.
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Population-based data outside of North America and Western Europe are less common. One
recent study offers valuable data from a large representative survey of 6,000 adults in Brazil
Spizzirri et al. 2021). Gender identity of participants was assessed based on the following three
questions: 1) “Which of the following options best describes how you currently feel?” (Options: |
feel | am a man, | feel | am a woman, and | feel | am neither a man nor a woman); 2) “What is
the sex on your birth certificate?” (Options: male, female, and undetermined); and 3) “Which of
these situations do you most closely relate to?” (Options: | was born male but | have felt female
since childhood; | was born female but | have felt male since childhood; | was born male, and |
feel comfortable with my body; | was born female, and | feel comfortable with my body). Based
on the responses to these three questions, the authors determined that 1.9% of the survey
respondents were TGD (0.7% defined as transgender, and 1.2% defined as non-binary).

The literature on the population proportions of TGD youth (persons under 19 years of age)
includes several survey studies conducted in schools. A 2012 national cross-sectional survey in
New Zealand collected information on TGD identity among high school students (Clark et al.
2014). Among over 8,000 survey participants, 1.2% self-identified as TGD and 2.5% reported
they were not sure. Another study of schoolchildren was based on a 2016 survey of 9" and 11t
grade students (ages 14-18 years) in Minnesota, United States (Eisenberg et al. 2017). Of the
nearly 81,000 survey respondents, 2.7% reported being TGD. A more recent study (Johns et al.
2019) presented results of the Youth Risk Behavior Survey (YRBS), which is conducted
biennially among local, state, and nationally representative samples of US high school students
in grades 9-12 (approximate age range 13-19 years). The 2017 YRBS cycle was carried out in
10 states and 9 large urban areas and included the following sequence: “Some people describe
themselves as transgender when their sex at birth does not match the way they think or feel
about their gender. Are you transgender?” Among nearly 120,000 participants across the 19
sites, 1.8% responded “Yes, | am transgender,” and 1.6% responded “/ am not sure if | am
transgender.”

Another recently published school-based study in the United States presented results of a 2015
survey conducted in Florida and California with the aim of identifying gender diverse children
and adolescents in a sample of just over 6,000 students in grades 9-12 (Lowry et al., 2018).
“High gender-nonconforming” was used to define AMAB children who reported being
very/mostly/somewhat feminine or AFAB children who reported being very/mostly/somewhat
masculine. Based on these definitions, the proportions of TGD participants were reported to be
13% among AMAB students, 4% among AFAB students, and 8.4% overall.

Only one study examined the proportion of self-identified TGD children in a younger age group.
Shields et al. analyzed the data from a 2011 survey of 2,700 students in grades 6-8 (age range
11-13 years) across 22 San Francisco public middle schools (Shields et al. 2013). Thirty-three
children self-identified as TGD based on the question “What is your gender?” where the
possible responses were ‘female, male, or transgender.” The resulting proportion of
transgender survey respondents was 1.3%. However, this definition would exclude TGD
persons self-identifying as non-binary and those who do not explicitly identify as transgender.

Taken together these data indicate that among health system-based studies that relied on
diagnostic codes or other evidence documented in the medical records (Blosnich et al. 2013;
Dragon et al. 2017; Ewald et al. 2019; Kauth et al. 2014; Quinn et al. 2017), the proportions of
TGD people reported in recent years (2011-2016) ranged from 0.02% to 0.08%. By contrast,
when the TGD status was ascertained based on self-report, the corresponding proportions were
orders of magnitude higher and reasonably consistent, if the studies used similar definitions.
When the surveys specifically inquired about “transgender” identity, the estimates ranged from
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0.3% to 0.5% among adults and from 1.2% to 2.7% in children and adolescents. When the
definition was expanded to include broader manifestations of gender diversity, such as gender
incongruence or gender ambivalence, the corresponding proportions were higher: 0.5% to 4.5%
among adults and 2.5% to 8.4% among children and adolescents.

As reviewed elsewhere (Goodman et al. 2019), another noteworthy observation is the
continuous increase in both the size and the composition of the TGD population with upward
trends in the proportion of TGD people observed in health care systems, through population-
based surveys, as well as in the data on legal gender recognition. The temporal trends in
AMAB to AFAB ratio have also been reported in studies analyzing referrals to clinics as well as
data from integrated health systems; this ratio has changed from predominantly AMAB in
previous decades to predominantly AFAB in recent years , especially among TGD youth (Aitken
et al. 2015; de Graaf et al. 2018a; de Graaf et al. 2018b; Steensma et al. 2018; Zhang et al.
2021). The trend towards a greater proportion of TGD people in younger age groups and the
age-related differences in the AMAB to AFAB ratio likely represents the “cohort effect,” which
reflects sociopolitical advances, increased access to health care and to medical information,
less pronounced cultural stigma, and other changes that have a differential impact across
generations (Zhang et al. 2020).

In summary, the available data clearly indicate that TGD people represent a sizable and
growing proportion of the general population. Based on the credible evidence available to date,
this proportion may range from a fraction of a percent to several percentage points depending
on the inclusion criteria, age group, and geographic location. Accurate estimates of the
proportion, distribution, and composition of the TGD population as well as a projection of
resources required to adequately support the health needs of TGD people should rely on
systematically collected high-quality data, which are now increasingly available. The variability
in the definitions of what constitutes the TGD poputation and the differences in data collection
methods can be reduced by improving international collaborations.

Summarv of reported proportions of TGD pneonle in the aeneral nobulation
Health systems-based studies: 0.02-0.1%
Survey-based studies of adults: 0.3-0.5% (transgender), 0.5-4.5% (all TGD)
Survey-based studies of children and adolescents: 1.2-2.7% (transgender), 2.5-8.4% (all TGD)
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Ch d

Background/Introduction

These standards of care pertain to prepubescent gender diverse children. They are based on
research, ethical principles, and accumulated expert knowledge. The principles underlying these
standards include the following: 1) childhood gender diversity is an expected aspect of general
human development (Endocrine Society and Pediatric Endocrine Society, 2020; Telfer et al.,
2018); 2) childhood gender diversity is not a pathology or mental health disorder (Endocrine
Society and Pediatric Endocrine Society, 2020; Oliphant et al., 2018; Telfer et al., 2018); 3)
diverse gender expressions in children cannot always be assumed to reflect a transgender
identity or gender incongruence (Ehresaft, 2016; Ehrensaft, 2018; Rae et al., 2019); 4) guidance
from mental health professionals with expertise in gender care for children can be helpful in
supporting positive adaptation as well as discernment of gender-related needs over time (APA,
2015; Ehrensaft, 2018; Maplas et al., 2018; Telfer et al., 2018); 5) conversion therapies for
gender diversity in children (i.e., any “therapeutic’ attempts to compel a gender diverse child
through words and/or actions to identify with, or behave in accordance with, the gender
associated with the sex assigned at birth) are harmful and we repudiate their use (APA, 2021;
Ashley, 2019a, Paré, 2020; SAMHSA, 2015; Tefler e al, 2018; UN Human Rights Council,
2020).

Health Professionals: Throughout the text, we employ the term “health professionals” broadly to
refer to professionals working with gender diverse children. Unlike pubescent youth and adults,
prepubescent gender diverse children are not eligible to access medical intervention
(Endocrine Society and Pediatric Endocrine Society, 2020); therefore, when professional input
is sought it is most likely to be from a clinician specialized in psychosocial supports and gender
development. Thus, this chapter is uniquely focused on developmentally appropriate
psychosocial practices, although other health professionals such as pediatricians and family
practice health professionals may also find these standards useful as they engage in
professional work with gender diverse children and their families.

Gender Diverse: This chapter employs the term “gender diverse” given that gender trajectories
in prepubescent children cannot be predicted and may evolve over time (Steensma et al.,
2013a). The term, “gender diverse” includes transgender binary and non-binary children, as well
as gender diverse children who will ultimately not be transgender. We also recognize that
terminology is inherently culturally bound and evolves over time. Thus, it is possible that terms
used here may become outdated and/or offensive with time.

Within this chapter, we describe aspects of care intended to promote the well-being and gender-
related needs of children. We advocate that everyone employ these standards, to the extent
possible. We also understand that there may be situations or locations in which the
recommended resources are not fully available. We urge health professionals/teams lacking
resources to continually work toward meeting these standards. However, if unavoidable
limitations preclude components of these recommendations, this should not hinder providing the
best services currently available. In those locations where some, but not all, recommended
services exist, choosing not to implement potentially beneficial care services risks harm to a
child (Murchison et al., 2016; Telfer et al., 2018; Riggs et al., 2020). Overall, it is imperative to
prioritize a child’s best interests.
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A vast empirical psychological literature indicates that early childhood experiences frequently
set the stage for lifelong patterns of risk and/or resilience, and contribute to a trajectory of
development more or less conducive to well-being and positive quality of life (Anda, et al., 2010;
Masten & and Cicchetti, 2010; Shonkoff & Garner, 2012). The available research indicates that,
in general, gender diverse youth are at greater risk for experiencing psychological difficulties
(Ristori & Steensma, 2016; Steensma et al., 2014) than age matched cisgender peers as a
result of encountering destructive experiences, including trauma and maltreatment stemming
from gender diversity-related rejection and other harsh, non-accepting interactions (Barrow &
Apostle, 2018; Giovanardi et al., 2018; Gower et al., 2018; Gossman & D’Augelli, 2007;
Hendricks & Testa, 2012; Reisner et al., 2015; Roberts et al., 2012; Tishelman & Mascis, 2018).
Further, literature indicates that prepubescent children who are well accepted in their gender
diverse identities are generally well-adjusted (Malpas et al., 2018; Olson et al., 2016).
Assessment and treatment of children typically emphasizes an ecological approach, recognizing
that a child needs to be safe and nurtured in each setting they frequent (Belsky, 1993;
Bronfenbrenner, 1979; Kaufman & Tishelman, 2018; Lynch & Cicchetti, 1998; Tishelman, et al.,
2010; Zielinski & Bradshaw, 2006). Thus, our perspective, drawing on basic psychological
literature and knowledge of the unique risks to gender diverse youth, emphasizes the integration
of an ecological approach to understanding the needs of gender diverse children and to
facilitating positive mental health in all gender care. This perspective prioritizes fostering well-
being and quality of life for a child throughout their development. Additionally, we also embrace
the viewpoint, supported by the substantial psychological research cited above, that
psychosacial gender affirming care (Hidalgo et al., 2013) for prepubescent children offers a
window of opportunity to promote a trajectory of well-being that will sustain over time and during
the transition to adolescence. This approach potentially can mitigate some of the common
mental health risks faced by transgender teens, as frequently described in literature (Chen et
al., 2020; Edwards-Leeper et al., 2017; Haas et al., 2011; Leibowitz & De Vries, 2016; Reisner
et al., 2015a; Reisner et al., 2015b).

Developmental research has focused on understanding various aspects of gender development
in the earliest years of childhood, based on a general population of prepubescent children. This
research has typically relied on the assumption that child research participants are cisgender
(Olezeski, et al., 2020) and has reported that gender identity stability is established in the
preschool years for the general population of children, most of whom are likely not gender
diverse (Kohlberg, 1966; Steensma, et al., 2013a). Recently, developmental research has
demonstrated that gender diversity can be observed and identified in young prepubescent
children (Fast & Olson, 2018; Olson & Giilg6z,2018; Robles, et al., 2016). Still, empirical study
in this area is limited, and at this time there are no psychometrically sound assessment
measures capable of reliably and/or fully ascertaining a prepubescent child’s self-understanding
of their own gender and/or gender related needs and preferences (Bloom et al, 2021).
Therefore, this chapter emphasizes the importance of a nuanced and individualized clinical
approach to gender assessment, as also recommended in various guidelines and literature
(Berg & Edwards-Leeper, 2018; De Vries & Cohen-Kettenis, 2012; Ehrensaft, 2018; Steensma
& Wensing-Kurger, 2019). Research and clinical experience have indicated that gender diversity
in prepubescent children may, for some, be fluid; we have no reliable means of predicting an
individual child’s gender evolution (Edwards-Leeper et al., 2016; Ehrensaft, 2018; Steensma, et
al., 2013a), and the gender related needs for a particular child may vary over the course of their
childhood.

It is important to understand the meaning of the term “assessment” (sometimes used
synonymously with the term “evaluation”). There are multiple contexts for assessment
(Krishnamurthy, et al., 2004) including rapid assessments that take place during an immediate
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crisis (e.g., safety assessment when a child may be suicidal) and delimited assessments when
a family may have a circumscribed question, often in the context of a relatively brief consultation
(Berg & Edwards-Leeper, 2018). In this chapter, we focus on comprehensive assessments,
useful for understanding a child and family’s needs and goals (APA, 2015; De Vries & Cohen-
Kettenis, 2012; Srinath et al., 2019; Steensma & Wensing-Kruger, 2019). This type of
psychosocial assessment is appropriate when solicited by a family requesting a full
comprehension of the child’s gender and mental health needs in the context of gender diversity,
needs that often go hand in hand. In these circumstances, family member mental health issues,
family dynamics, and social and cultural contexts, all of which impact a gender diverse child,
should be taken into consideration (Barrow & Apostle, 2018; Brown & Mar, 2018; Hendricks &
Testa, 2012; Kaufman & Tishelman, 2018; Tishelman & Mascis, 2018, Ristori & Steensma,
2016; Cohen-Kettenis et al., 2003; Steensma; et al., 2014 ). We elaborate upon this further in
the text below.

We encourage health professionals working with gender diverse children to strive to
understand the child and family’s various aspects of identity and experience: racial, ethnic,
immigrant/refugee status, religious, geographic, and socio-economic, for example, and be
respectful and sensitive to cultural context in clinical interactions (Telfer et al., 2018). Many
factors may be relevant to culture and gender, including religious beliefs, gender-related
expectations, and the degree to which gender diversity is accepted (Oliphant et al., 2018).
Intersections between gender diversity, sociocultural diversity, and minority statuses can be
sources of strength and/or social stress (Brown & Mar, 2018; Oliphant et al., 2018; Riggs &
Treharne, 2016).

Each child, family member, and family dynamic is unique, and potentially encompasses multiple
cultures and belief patterns. Thus, we urge health professionals of all disciplines to avoid
stereotyping based on pre-conceived ideas which may be incorrect or biased (e.g., that a family
who belongs to a religious organization that rejects gender diversity will be rejecting of their
child) (Brown & Mar, 2018). Instead, it is essential to approach each family openly and
understand each family member and family pattern as distinct.

Summary of Recommendations

Statement 1: We recommend that health professionals working with gender diverse children
should receive training and have expertise in gender development and gender diversity in
children, and general knowledge of gender diversity across the life span.

Statement 2: We recommend that health professionals working with gender diverse children
should receive theoretical and evidenced-based training and develop expertise in general
child and family mental health across the developmental spectrum.

Statement 3: We recommend that health professionals working with gender diverse children
should receive training and develop expertise in autism spectrum disorders and other
neurodiversity conditions or collaborate with an expert with relevant expertise when working
with autistic/neuro-diverse, gender diverse children.

Statement 4: We recommend that health professionals working with gender diverse children
should engage in continuing education related to gender diverse children and families.
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Statement 5: We recommend that health professionals conducting an assessment with
gender diverse children access and integrate information from multiple sources as part of the
assessment.

Statement 6: We recommend that health professionals conducting an assessment with
gender diverse children should consider relevant developmental factors, neurocognitive
functioning and language skills.

Statement 7: We recommend that health professionals conducting an assessment with
gender diverse children consider factors that may constrain accurate reporting of gender
identity/gender expression by the child and/or family/caregiver(s).

Statement 8: We recommend that health professionals should consider consultation and/or
psychotherapy for a gender diverse child and family/caregivers when families and health
professionals believe this would benefit the well-being and development of a child and/or
family.

Statement 9: We recommend that health professionals offering consultation and/or
psychotherapy to gender diverse children and families/caregivers work with other settings and
individuals important to the child in order to promote the child's resilience and emotional well-
being.

Statement 10: We recommend that health professionals offering consuitation and/or
psychotherapy to gender diverse children and families/caregivers provide both with age
appropriate psycho-education about gender development.

Statement 11: We recommend that health professionals provide information to gender diverse
children and their families/caregivers as the child approaches puberty about potential gender
affirming medical interventions, the effects of these treatments on future fertility, and options
for fertility preservation.

Statement 12; We recommend that parents/caregivers and health professionals respond
supportively to children who desire to be acknowledged as the gender that matches their
internal sense of gender identity.

Statement 13: We recommend health professionals and parents/caregivers to support
children to continue to explore their gender throughout the pre-pubescent years, regardless of
social transition.

Statement 14: We recommend health professionals discuss the potential benefits and risks of
a social transition with families who are considering it.

Statement 15: We recommend health professionals to consider working collaboratively with
other professionals and organizations to promote well-being of gender diverse children and
minimize adversities they may face.

All of these recommendations are based on the integration of background literature and the
extensive expertise of a carefully selected group of experts. The field of child gender diversity is
relatively new and burgeoning; in some cases empirical research evidence is limited, yet strong
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recommendations can be made based on synthesizing general literature on child development,
research and scholarship related to gender diverse children, and expert knowledge.

Statement 1:

We recommend that health professionals working with gender diverse children should
receive training and have expertise in gender development and gender diversity in
children, and general knowledge of gender diversity across the life span.

Health professionals working with gender diverse children should acquire and maintain the
necessary training and credentials relevant to the scope of their role as professionals. This
includes licensure and/or certification by appropriate national and/or regional accrediting bodies
We recognize that specifics of credentialing and regulation of professionals vary globally.
Importantly, basic licensure and/or certification may be insufficient in and of itself for work with
gender diverse children, as health professionals specifically require in-depth training and
supervised experience in childhood gender development and gender diversity in order to
provide appropriate care.

Statement 2:

We recommend that health professionals working with gender diverse children should
receive theoretical and evidenced-based training and develop expertise in general child
and family mental health across the developmental spectrum.

Health professionals should receive training and supervised expertise in general child and
family mental health across the developmental spectrum from toddlerhood through
adolescence, including evidence-based assessment and intervention approaches. Gender
diversity is not a mental health disorder; however, as cited above, we know that mental health
can be adversely impacted for gender diverse children {e.g., through gender minority stress)
(Hendricks & Testa, 2012) which may benefit from exploration and support; therefore, mental
health expertise is highly recommended. Working with children is a complex endeavor, involving
an understanding of a child’s developmental needs at various ages, the ability to comprehend
the forces impacting a child’s well-being both inside and outside the family (e.g., Kaufman &
Tishelman, 2018) and an ability to fully assess when a child is unhappy or experiencing
significant mental health difficulties, related or unrelated to gender. Research has indicated
high levels of adverse experiences and trauma in the gender diverse community of youth,
including susceptibility to rejection or even maltreatment (APA, 2015; Barrow & Apostle, 2018;
Giovanardi et al, 2018; Reisner et al., 2015; Roberts et al., 2012; Tishelman & Mascis, 2018).
Health professionals need to be cognizant of the potential for adverse experiences and be able
to initiate ameliorating interventions in order to prevent harm and promote positive well-being.

Statement 3:

We recommend that health professionals working with gender diverse children should
receive training and develop expertise in autism spectrum disorders and other
neurodiversity conditions or collaborate with an expert with relevant expertise when
working with autistic/neuro-diverse, gender diverse children.
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The experience of gender diversity in autistic children’ as well as in children with other forms of
neurodiversity may present extra clinical complexities (de Vries et al., 2010; Strang et al.,
2018a). For example, autistic children may have difficulty self-advocating for their gender-
related needs and may communicate in highly individualistic ways (Kuvalanka, et al., 2018;
Strang et al., 2018b). They may have varied interpretations of gender-related experiences,
given common differences in communication and thinking style. Because of the unique needs of
gender diverse neurodiverse children, health professionals providing support to this population
should receive training and develop expertise in autism and related conditions, or at the very
least, collaborate with autism specialists or other professionals with the appropriate expertise
(Strang et al., 2018a). Such training is especially relevant as research has documented higher
rates of gender diversity in autistic youth than in the general population (de Vries et al., 2010;
Hisle-Gorman et al., 2019; Shumer et a.i, 2015).

Statement 4:
We recommend that health professionals working with gender diverse children should
engage in continuing education related to gender diverse children and families.

Continuing professional development on gender diverse children and families may be acquired
through various means, including through readings (journal articles, books, websites associated
with gender knowledgeable organizations), attending on-line and in person trainings, and joining
peer supervision/consultation groups (Bartholomaeus et al., 2021).

Continuing education includes: 1) maintaining up-to-date knowledge of available and relevant
research on gender development and gender diversity in prepubescent children and gender
diversity across the life span; 2) maintaining current knowledge regarding best practices for
assessment, support, and treatment approaches with gender diverse children and families. This
is a relatively new area of practice and health professionals need to adapt as new information
emerges through research and other avenues (Bartholomaeus et al., 2021).

Statement 5:

We recommend that health professionals conducting an assessment with gender diverse
children should access and integrate information from multiple sources as part of the
assessment.

A comprehensive assessment, when requested by a family, can be useful for developing
intervention recommendations, as needed, to benefit the well-being of the child and/or other
family members. This form of assessment is common when first forming an individualized plan
to assist a gender diverse prepubescent child and family members (De Vries & Cohen-Kettenis,
2012; Malpas, et al., 2018; Telfer et al., 2018; Tishelman & Kaufman, 2018; Steensma &
Wensing-Kruger, 2019). In such an assessment, integrating information from multiple sources is
important in order to: 1) best understand the child’s gender needs and make recommendations;
2) identify areas of child, family/caregiver, and community strengths and supports specific to the
child’s gender status and development, as well as risks and concerns for the child, their

! There is not consensus regarding language to describe the experience of autism in individuals. Some have
expressed a preference for identity-first [anguage (e.g., “autistic child”), while others have advocated for person-
first language (e.g., “child on the autism spectrum”). Therefore, we employ a mix of both identity-first and person-
first language for autism in this chapter.
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family/caregivers and environment. Multiple informants, for both evaluation and
support/intervention planning purposes, may include: child, parents/caregivers, extended family
members, siblings, school personnel, health professionals, community, broader cultural and
legal contexts, and/or other sources as indicated (Berg & Edwards-Leeper, 2018; Srinath, 2019)

A health professional conducting an assessment of gender diverse children needs to explore
gender-related issues, but also take a broad view of the child and environment, consistent with
the ecological model described above (e.g., Bronfenbrenner, 1979) in order to fully understand
the factors impacting a child’s well-being and areas of gender support and risk (Hendricks &
Testa, 2012; Kaufman & Tishelman, 2018; Berg & Edwards-Leeper, 2018; Tishelman & Mascis,
2018; Whyatt-Sames, 2017). This includes understanding strengths and challenges for the
child, family and in the environment. We advise that health professionals conducting an
assessment with gender diverse children consider incorporating multiple assessment domains,
depending on the child and family’s needs and circumstances. Although some of the latter
listed domains below do not directly address the child’'s gender (items 7-12), they need to be
accounted for in a gender assessment, as indicated by clinical judgment, in order to understand
the complex web of factors that may be impinging on the child’s well-being in an integrated
fashion, including gender health, consistent with evaluation best practices a (e.g., APA, 2015;
Berg & Edwards-Leeper, 2018; Malpas et al., 2018) and develop a multi-pronged intervention
when needed.

Summarizing from relevant research and clinical expertise, assessment domains often include:
1) a child’s asserted gender identity and gender expression, currently and historically; 2)
evidence of dysphoria and/or gender incongruence; 3) strengths and challenges related to the
child, family, peer and other’s beliefs and attitudes about gender diversity, acceptance and
support for child; 4) child and family experiences of gender minority stress and rejection and/or
hostility due to the child’s gender diversity; 5) level of support related to gender diversity in
social contexts (school, faith community, extended family, etc.); 6) conflict regarding child’s
gender and/or parental/caregiver/sibling concerning behavior related to the child’s gender
diversity; 7) child mental health, communication and/or cognitive strengths and challenges,
neurodiversity, and/or behavioral challenges causing significant functional difficulty; 8) relevant
medical and developmental history; 9) areas that may pose risk (e.g., exposure to domestic
and/or community violence, any form of child maltreatment; history of trauma; safety and/or
victimization with peers or in any other setting; suicidality); 10) co-occurring significant family
stressors, such as chronic or terminal iliness, homelessness or poverty ; 11) parent/caregiver
and/or sibling mental health and/or behavioral challenges causing significant functional difficulty;
12) child and family’s strengths, and challenges.

A thorough assessment incorporates multiple forms of information gathering as necessary for
understanding the needs, strengths, protective factors, and risks for a specific child and family,
across environments (e.g. home/school). Methods of information gathering often include: 1)
interviews with child, family members and others (e.g., teachers), structured and unstructured;
2) caregiver and child completed standardized measures related to: gender; general child well-
being; child cognitive and communication skills and developmental disorders/disabilities;
support and acceptance by parent/caregiver, sibling, extended family and peers; parental
stress; history of childhood adversities; and/or other issues as appropriate (APA, 2020; Berg &
Edwards-Leeper, 2018; Kaufman & Tishelman, 2018; Srinath, 2019).

Depending on the family characteristics and/or the developmental profile of the child, methods
of information gathering also may also benefit from including the following: 1) child and/or family
observation, structured and unstructured; 2) structured and visually supported assessment
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techniques (worksheets; self-portraits; family drawings, etc.); and 3) child play assessment
(Berg & Edwards-Leeper, 2018).

Statement 6:

We recommend that health professionals conducting an assessment with gender diverse
children should consider relevant developmental factors, neurocognitive functioning and
language skills.

Given the complexities of assessing young children who, unlike adults, are in the process of
development across a range of domains (cognitive, social, emotional, physiological), it is
important to consider the developmental status of a child and gear assessment modalities and
interactions to the individualized abilities of the child. This includes tailoring the assessment to a
child’s developmental stage and abilities (preschoolers, school age, early puberty prior to
adolescence), including using language and assessment approaches that prioritize a child's
comfort, language skills, and means of self-expression (Berg & Edwards-Leeper, 2018; Srinath,
2019). For example, relevant developmental factors, such as neurocognitive differences (e.g.,
autism spectrum conditions), and receptive and expressive language skills should be taken into
account in conducting the assessment. Health professionals may need to consult with
specialists for guidance, in cases in which they do not have the specialized skills themselves
(Strang et al., 2020).

Statement 7:

We recommend that health professionals conducting an assessment with gender diverse
children consider factors that may constrain accurate reporting of gender identity/gender
expression by the child and/or family/caregiver(s).

Health professionals conducting an assessment with gender diverse children and families need
to account for developmental, emotional, and environmental factors that may constrain a child’s,
caregiver’s, sibling or other’s report or influence their belief systems related to gender (Riggs
and Bartholomaeus, 2018). As with all child psychological assessments, environmental and
family/caregiver reactions (e.g., punishment), and/or cognitive and social factors may influence
a child’s comfort and/or ability to directly discuss certain factors, including gender identity and
related issues (Srinath, 2019). Similarly, family members may feel constrained in freely
expressing their concerns and ideas, depending on family conflicts or dynamics and/or other
influences (e.g., cultural/religious; extended family pressure, etc.) (Riggs & Bartholomaeus,
2018).

Statement 8:

We recommend that health professionals should consider consultation and/or
psychotherapy for a gender diverse child and family/caregivers when families and health
professionals believe this would benefit the well-being and development of a child and/or
family.

The goal of psychotherapy should never be aimed at modifying a child's gender identity (APA,
2021; Ashley, 2019a; Paré, 2020; SAMHSA, 2015; Turban et al., 2019a; UN Human Rights
Council, 2020). In addition, not all prepubescent children who are gender diverse, or their
families, need input from mental health professionals, as gender diversity is not a mental health
disorder (Endocrine Society and Pediatric Endocrine Society, 2020; Telfer et al., 2018).
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It is appropriate to consider seeking psychotherapy under many circumstances to improve
psychosocial health and prevent further distress (APA 2015). Some of the common reasons for
considering psychotherapy for a prepubescent child and family include the following. A child: 1)
is demonstrating significant conflicts, confusion, stress or distress about their gender identity, or
needs a protected space to explore their gender (Ehrensaft, 2018; Spivey and Edwards-Leeper,
2019; 2) is experiencing external pressure to express their gender in a way that conflicts with
their self-knowledge, desires and beliefs (APA, 2015; Turban et al., 2019b); 3) is struggling with
mental health concerns, related to or independent of their gender (Barrow & Apostle, 2018); 4)
would benefit from strengthening their resilience in the face of negative environmental
responses to their gender identity or presentation (Craig & Auston, 2018; Malpas et al., 2018);
5) may be experiencing mental health and/or environmental concerns, including family system
problems, which can be misinterpreted as gender incongruence (Berg & Edwards-Leeper,
2018); 6) expresses a desire to meet with a mental health professional to get gender related
support. In these situations, the psychotherapy will focus on supporting the child with the
understanding that the child’s parent(s)/caregiver(s) and potentially other family members will be
included as necessary (APA, 2015; Ehrensaft, 2018; McLaughlin & Sharp, 2018).

Health professionals should employ interventions tailor-made to the individual needs of the child
that are designed to: 1) foster protective social and emotional coping skills to promote resilience
in the face of potential negative reactions to the child’s gender identity and/or expressions
(Spencer, Berg et al., 2021; Craig & Auston, 2016; Malpas et al., 2018); 2) collaboratively
problem-solve social challenges to reduce gender minority stress (Barrow & Apostle, 2018;
Tishelman and Mascis, 2018); 3) strengthen environmental supports for the child and/or
members of immediate and extended family (Kaufman & Tishelman, 2018); and 4) provide the
child an opportunity to explore their internal gender experiences (APA, 2015; Barrow& Apostle,
2018; Ehrensaft, 2018 Malpas et al., 2018; MclLaughlin & Sharp, 2018). It is helpful for health
professionals to develop a relationship that can endure over time as needed. This enables the
child/family to establish a long-term trusting relationship throughout childhood where the health
professional can offer support and guidance as a child matures, and as potentially different
challenges or needs emerge for the child/family (Spencer, Berg, et al., 2021; Murchison et al.,
2016). In addition to the above and within the limits of available resources, when a child is
neurodiverse, a health professional who has the appropriate skill set to address both the
neurodiversity and gender is most appropriate (Strang et al., 2020).

As outlined in the literature, there are numerous reasons that parents/caregivers and/or
extended family members of a prepubescent child may find it useful to seek psychotherapy for
themselves (Ehrensaft, 2018; Malpas et al., 2018; MclLaughlin & Sharp, 2018). Some of these
common catalysts for seeking such treatment, as summarized below, occur when one or more
family members: 1) desire education around gender development (Spivey & Edwards-Leeper,
2019); 2) are experiencing significant confusion or stress about the child’s gender identity
and/or expression (Ashley, 2019c; Ehrensaft, 2018); 3) need guidance related to emotional and
behavioral concerns regarding the gender diverse child (Barrow & Apostle, 2018; 4) need
support to promote affirming environments outside of the home (e.g., school, sports, camps,
etc.) (Kaufman & Tishelman, 2018); 5) are seeking assistance to make informed decisions
about social transition, including how to do so in a way that is optimal for a child’s gender
development and health (Lev & Wolf-Gould, 2018); 6) are seeking guidance for dealing with
condemnation from others regarding their support for their gender diverse child (negative
reactions directed toward parents/caregivers can sometimes include rejection and/or
harassment/abuse from the social environment arising from affirming decisions) (Hidalgo and
Chen, 2019); 7) are seeking to process their own emotional reactions and needs about their
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promoting resilience and self-esteem, and diminishing risk of shame in the face of negative
messages from the environment. Gaining gender literacy through psycho-education may also
be important for siblings and/or extended family members who are important to the child (Rider
et al., 2019; Spencer, Berg, et al., 2021).

Statement 11:

We recommend that health professionals provide information to gender diverse children
and their families/caregivers as the child approaches puberty about potential gender
affirming medical interventions, the effects of these treatments on future fertility, and
options for fertility preservation.

As a child matures and approaches puberty, health professionals should prioritize working with
children and their parents/caregivers to integrate psycho-education about puberty, engage in
shared decision-making about potential gender-affirming medical interventions, and discuss
fertility-related implications of medical treatments (Nahata, Quinn & Tishelman, 2018; Spencer,
Berg et al., 2021). Although only limited empirical research exists to evaluate such interventions,
expert consensus and developmental psychological literature generally support the notion that
open communication with children about their bodies, and preparation for physiological changes
of puberty, combined with gender affirming acceptance, will promote resilience and help to
foster positive sexuality as a child matures into adolescence (Spencer, Berg, et al., 2019). All of
these discussions may be extended (e.g., starting earlier) for neurodiverse children, to ensure
enough time for reflection and understanding, especially as choices regarding future gender
affirming medical care potentially arise (Strang et al., 2018). These discussions could include
the following topics:

e Review of body parts and their different functions

e The ways in which a child’s body may change over time with and without medical
intervention

e The impact of medical interventions on later sexual functioning and fertility
The impact of puberty suppression on potential later medical interventions
Acknowledgment of the current lack of clinical data in certain areas related to the
impacts of puberty blockers
The importance of appropriate sex education prior to puberty

These discussions should employ developmentally appropriate language and teaching styles,
and be geared to the specific needs of each individual child (Spencer, Berg, et al., 2021).

Statement 12:

We recommend that parents/caregivers and health professionals respond supportively to
children who desire to be acknowledged as the gender that matches their internal sense
of gender identity.

Gender social transition refers to a process by which a child is acknowledged by others and has
the opportunity to live publicly, either in all situations or in certain situations, in the gender
identity they affirm and has no singular set of parameters (Ehrensaft, et al., 2018).

Gender social transition has often been conceived in the past as binary—a girl transitions to a
boy, a boy to a girl. The concept has expanded to include children who shift to a non-binary or
individually shaped iteration of gender identity (Clark et al., 2018; Chew, et al., 2020). Newer
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research indicates that social transition may serve a protective function for some prepubescent
youth, and serve to foster positive mental health and well-being (e.g., Durwood et al., 2017;
Olson et al., 2016; Gibson et al., 2021). Thus, recognition that a child’s gender may be fluid and
develop over time (Edwards-Leeper et al., 2016; Ehrensaft, 2018; Steensma et al., 2013) is not
sufficient justification to negate or deter a social transition in a prepubescent child when it would
be beneficial. Gender identity exploration may continue even after a social transition (Ashley,
2019b; Edwards-Leeper, et al., 2018; Ehrensaft, 2020; Ehrensaft et al., 2018; Spivey &
Edwards-Leeper, 2019). Although empirical data remains limited, existing research has
indicated that youth who are most assertive about their gender diversity are most likely to
persist in a diverse gender identity across time (Rae et al., 2019; Steensma et al., 2013b). Thus,
when considering a social transition, we suggest that parents/caregivers and health
professionals pay particular attention to children who consistently articulate a gender identity
that does not match the sex designated at birth. This includes those children who may explicitly
request or desire a social acknowledgement of the gender that better matches the child's
articulated gender identity, and/or children who exhibit distress when their gender as they know
it is experienced as incongruent with the sex designated at birth (Rae et al., 2019; Steensma et
al., 2013).

Although there is a dearth of empirical literature regarding best practices related to the sacial
transition process, clinical literature and expertise provides the following guidance, prioritizing a
child’s best interests (Ashley, et al., 2019b; Ehrensaft, 2018; Ehrensaft et al, 2018; Murchison et
al., 2016; Telfer et al., 2018): 1) social transition should originate from the child and reflect the
child’s wishes in the process of making the decision to initiate a social transition; 2) a health
professional may assist exploring the advantages/benefits, plus potential challenges of social
transition; 3) social transition may best occur in all or in specific contexts/settings only (e.g.,
school, home); 4) a child may or may not choose to disclose to others that they have socially
transitioned, or may designate, typically with the help of their parents/caregivers, a select group
of people with whom they share the information.
In summary, social transition, when it takes place, is likely to best serve a child’s well-being
when it takes place thoughtfully and individually for each child. A child’s social transition (and
gender as well) may evolve over time, and is not necessarily static (Ehrensaft et al., 2018).
Social transition can include one or more of a number of different actions consistent with a
child’s affirmed gender (Ehrensaft et al., 2018), including:
e Name change
e Pronoun change
e Change in sex/gender markers (e.g., birth certificate; identification cards; passport;
school and medical documentation; etc.)
Participation in gender-segregated programs (e.g., sports teams; recreational clubs and
camps; schools; etc.)
e Bathroom and locker room use
e Personal expression {e.g., hair style; clothing choice; etc.)
¢ Communication of affirmed gender to others (e.g., social media; classroom or school
announcements; letters to extended families or social contacts; etc.)

Statement 13:

We recommend health professionals and parents/caregivers to support children to
continue to explore their gender throughout the pre-pubescent years, regardless of
social transition.
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It is important that children who have engaged in a social transition be afforded opportunities to
continue exploring meanings and expressions of gender throughout their childhood years
(Ashley 2019b; Spencer, Berg, et al., 2021). However, not all children wish to explore their
gender (Telfer et al., 2018). Cisgender children are not expected to undertake this exploration
and therefore attempts to force this with a gender diverse child, if not indicated or welcomed,
can be experienced as pathologizing and cisnormative (Ansara & Hegarty, 2012;
Bartholomaeus et al., 2021; Oliphant et al, 2018).

Statement 14:
We recommend health professionals to discuss the potential benefits and risks of a
social transition with families who are considering it.

Social transition in prepubescent children consists of a variety of choices, can occur as a
process over time, is individualized based on both a child’s wishes and other psychosocial
considerations (Ehrensaft, 2018), and is a decision where possible benefits and risks should be
weighted and discussed.

To promote gender health, the health professional should discuss the potential benefits and
risks of a social transition. One risk often expressed relates to fear that a child will be locked into
a gender expression that does not match their gender identity as they mature and continue
gender exploration (Edwards-Leeper et al., 2016; Ristori & Steensma, 2016). Recent research,
although limited, has found that some parents/caregivers of children who have socially
transitioned discuss the option of de-transitioning (reverting to an earlier gender expression)
with their children and are comfortable about this possibility (Olson, et al., 2019). Another often
identified social transition concern is that a child may suffer negative sequelae if they
detransition (Chen et al., 2018; Edwards-Leeper et al., 2019; Steensma & Cohen-Kettenis,
2011). From this point of view, parents/caregivers should be aware of the potential
developmental effect of a social transition in a child.

On the other hand, a social transition may have potential benefits, as outlined in clinical
literature (e.g., Ehrensaft et al., 2018) and supported by research (Fast & Olson, 2018; Rae et
al., 2019). These include facilitating gender congruence while reducing gender dysphoria, and
enhancing psychosocial adjustment and well-being (e.g., Ehrensaft et al., 2018). Studies have
indicated that socially transitioned gender diverse children largely mirror the mental health
characteristics of age matched cisgender siblings and/or peers (Durwood et al., 2017). These
findings differ markedly from the mental health challenges consistently noted in prior research
with gender diverse children and adolescents (Barrow & Apostle, 2018) and suggest that the
impact of social transition may be positive. Additionally, social transition for children typically can
only take place with the support and acceptance of parents/caregivers, which has also been
demonstrated to facilitate well-being in prepubescent youth (Durwood et al., 2021; Malpas et al.,
2018; Pariseau et al., 2019), although other forms of support have also been identified as
important (Durwood et al., 2021; Turban et al., 2021). Health professionals can discuss the
potential benefits of a social transition with children and families in situations in which:

1) there is a consistent, stable articulation of a gender that is incongruent from the sex
designated at birth (Fast & Olson, 2018).This should be differentiated from gender diverse
expressions/behaviors/interests (e.g. playing with toys, expressing oneself through clothing or
appearance choices, and/or engaging in activities socially defined and typically associated with
the other gender in a binary model of gender) (Ehrensaft, 2018; Ehrensaft et al., 2018).
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2) the child is expressing a strong desire or need to transition to the gender they have
articulated as being their authentic gender (Ehrensaft et al., 2018; Fast & Olson, 2018; Rae et
al., 2019).

3) the child will be emotionally and physically safe during and following transition (Brown & Mar,
2018). Prejudice and discrimination should be considerations taken into account, especially in
localities where acceptance of gender diversity is limited or prohibited (Brown & Mar, 2018;
Hendricks & Testa, 2012; Turban et al., 2021).

Health professionals can provide guidance to parents/caregivers and supports to a child when a
social gender transition is being considered or taking place, by: 1) providing consultation,
assessment, and gender supports when needed and sought by the parents/caregivers; 2) aiding
family members, as needed, to understand the child’s desires for a social transition and the
family members’ own feelings about the child’s expressed desires; 3) exploring with, and
learning from, the parents/caregivers whether and how they believe a social transition would
benefit their child both now and in their ongoing development; 4) providing guidance when
parents/caregivers are not in agreement about a social transition and offering the opportunity to
work together toward a consistent understanding of their child’s gender status and needs; 5)
providing guidance about safe and supportive ways to disclose their child’s social transition to
others and to facilitate their child transitioning in their various social environments (e.g., schools,
extended family); 6) facilitating communication, when desired by the child, with peers about
gender and social transition, as well as fortifying positive peer relationships; 7) providing
guidance when social transition may not be socially accepted or safe, either everywhere or in
specific situations, or when a child has reservations about initiating a transition despite their
wish to do so; there may be multiple reasons for reservations, including fears and anxieties; 8)
working collaboratively with family members and mental health professionals to facilitate a
social transition in a way that is optimal for the child's unfolding gender development, overall
well-being, and physical and emotional safety; 9) providing psychoeducation about the many
different trajectories the child’s gender may take over time, leaving pathways open to future
iterations of gender for the child, and emphasizing that that there is no need to predict an
individual child’s gender identity in the future (Malpas et al., 2018;)

All of these tasks incorporate enhancing the quality of communication between the child and
family members, and providing an opportunity for the child to be heard and listened to by all
family members involved. These relational processes in turn facilitate the parents/caregivers’
success in making informed decisions about the advisability and/or parameters of a social
transition for their child (Malpas, et al., 2018).

One role of health professionals is to provide guidance and support in situations in which
children and parents/caregivers wish to proceed with a social transition, but conclude that the
social environment would not be accepting of those choices, by: 1) helping parents/caregivers
define and extend safe spaces in which the child can express their authentic gender freely; 2)
discussing with parents/caregivers ways to advocate that increase the likelihood of the social
environment being supportive in the future, if this is a realistic goal; 3) intervening as needed to
help the child/family with any associated distress and/or shame brought about by the continued
suppression of authentic gender identity and need for secrecy; 4) building both the child’s and
the family’s resilience, instilling the understanding that if the social environment is having
difficulty accepting a child’s social transition and affirmed gender identity, it is not because of
some shortcoming in the child but because of insufficient gender literacy in the social
environment (Ehrensaft et al., 2018).
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Statement 15:

We recommend health professionals to consider working collaboratively with other
professionals and organizations to promote well-being of gender diverse children and
minimize adversities they may face.

All children have the right to be supported and respected in their gender identities (Human
Rights Campaign, 2018; Paré, 2020; SAMHSA, 2015). As noted above, gender diverse children
are a particularly vulnerable group (Barrow & Apostle, 2018; Giovanardi et al., 2018; Gower et
al., 2018; Gossman & D’Augelli, 2007; Hendricks & Testa, 2012; Reisner et al., 2015; Roberts et
al, 2012; Tishelman & Mascis, 2018, Cohen-Kettenis et al., 2003, Ristori & Steensma, 2016 ).
The responsibilities of health professional as advocate encompass acknowledging that social
determinants of health are critical for marginatized minorities (Hendricks & Testa, 2012; Barrow
& Mar, 2018). Advocacy is taken up by all health professionals in the form of child and family
support (APA, 2015; Malpas et al 2018). Some health professionals may be called on to move
beyond their individual offices or programs to advocate for gender diverse children in the larger
community, often in partnership with stakeholders, including parents/caregivers, allies and youth
(Kaufman & Tishelman, 2018; Lopez et al., 2017; Vanderburgh, 2009). These efforts may be
instrumental in enhancing children’s gender health and promoting their civil rights (Lopez et al.,
2017).

Health professional voices 