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VIDEOGRAPHER: This is the uideo'"o' 
n

deposition of Dr. Dan H. Karasic, being
taken by the defendant, Civil Action
3:20-cv-00740. Caption, Fain, et al., v.
Crouch being West Virginia Department of

1

2
3
4
5
6
7
I
9
10
11

12
13
14
15
16
17
18
19
20

Health and Human rces Bureau for
Medical Services, et District
Court for the Southern D
West Virginia, H

We're beginni y, the
15th day
teleco

The
lamth

wiil

u a Fourney
m Damron

your
a t court reporter will
p CSS

DA is is Caleb David on
the nts.

EY SMITH: My name is Avatara
I use "they" and "them"

I'm on behalf of plaintiffs
-- go ahead.

RNEY BORELLI: This is Tara

Page 5

li. Also on behalf of plaintiffs
MR. AUVIL: Walt Auvil for the

3 plaintiffs.

4 DR. DAN KARASIC,
5 called as a witness, first being duly
6 sworn by the Court Reporter/Notary Public,

7 testified as follows, to wit:

8 EXAMINATION
9 BY MR. DAVID:

10 O. Doctor, can you please state your name
11 for the record?
12 A. Sure. My name is Dan H. Karasic.

13 Q. And, Doctor, my name is Caleb David.
14 You just heard that. But I represent the
l5 defendants in this lawsuit that's been filed by
16 Christopher Fain and Shauntae Anderson. We're
17 going to take your deposition today.
18 I know from your report that you've at
19 least had your deposition taken one other time;
20 is that right?
21 A. Yes.

22 O. Have you had your deposition taken any
23 times other than that one time noted in your
24 report?
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1 A. I had a deposition taken in Cabading 
Pase 6

2 versus Cal Baptist. lt was in -- it's in my CV
3 of what year it was. lt was several years ago.
4 ATTORNEY SMITH: Caleb --
5 MR. DAVID: Go ahead.
6 ATTORNEY SMITH: -- sorry. Just --
7 not to interrupt. Before we get any
8 further, just can we agree that an
9 objection to form will preserve all form
10 objections without needing to specify?
11 MR. DAVID: Absolutely. lagree.
12 ATTORNEY SMITH: Okay.
13 O. Dr. --
14 A. I also - actually - to finish that
15 answer -- there have been a few times in the
16 distant past where I was deposed on issues
17 relating to patients that I had had in one
18 clinic or another at San Francisco General
19 Hospital.
20 A. So you have been through the process
21 and you've heard people tell you about giving
22 verbal answers and trying
23 don't talk over each other, all that kind
24 stuff, right?

to ensure that we

'l
1

Page I
1

2

3

4
5

6

7

I
I
10

11

12

13

14

15
16
17

18

19

20

gender-related conditions?
ATTORNEY SMITH: Object to form.

A. So I just was -- I thought about that
and looked at patients that I saw over a couple
of days, and about two{hirds of my private
practice patients are tra der

O. Do all of those are
transgender treat with you dysphoria
or gender incong

ATTORNEY S to
A. No.

are seeing
ny of r but

ood and

anxiety
cond

O. An th reading your
report ts ce between someone
hav ity and someone
ha phoria; is that correct?

ORN MITH: Object to form.

explain what that difference

So being transgender is an
It's how someone identifies. And

I
2

3

4
5

6

7

B

I
10

11

12

13

14

15

16

'|'7

18

19

20
21

22
23
24

A. Yes.

O. Okay. All right. Gan we

Page 9

der dysphoria is used both to describe a
m, but also to describe a DSM-5 disorder

without going through the
A. Yes.

3 of gender dysphoria.
4 Q. ls there a difference between gender
5 dysphoria as a symptom and gender dysphoria as

6 a diagnosis?
7 ATTORNEY SMITH: Object to form.

8 A. Yes. The DSM diagnosis requires that
9 the person be -- the distress that somebody is

10 experiencing from gender dysphoria be

11 clinically significant or affecting social or

12 occupational -- causing social or occupational
13 impairment.
14 O. Does clinical significance mean that
15 it's causing those social or occupational
16 impairments?
17 A. So it can be social or occupational
18 impairment, or it can be so much distress that

19 you go to the doctor. So that's what's
20 clinicallysignificant.
21 O. So there are patients who experience
22 gender dysphoria as a symptom, but do not have
23 the clinical significance that rises to the
24 level of a DSM-S diagnosis; is that correct?

O. Okay. Allrig ht. Doctor, I nt
first * how are you emp
A. So I am - I am self-e

private practice. I am also Ity,

small percentage of after my
retirement from U

O. When did UCSF?
A. I 0.

privateo. do

A.

via te
o.

my private p I see patients

asa
at conditions are you

seeing for?
A. So most of my patients have - lwould

say most of my patients have mood and anxlety
disorders that I'm treating them for as the
psychiatrist.

O. What percentage of your patient
population is experiencing gender dysphoria or
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11
1

Page 10 Page L2

that you are the sole author of the chapter on
transgender care in the American Psychiatric
Press's Clinical Manual of Cultural Psychiatry,
Second Edition.

My question is, what is cultural

1

2
3

4

5
6

7

I
I
10

11

12
13
14
15
16
'17

18

19

20
21

22
23
24

ATTORNEY SMITH: Object to form.
A. Yes. ln that - we assume so, in that

there's a fairly decent percentage of people,

maybe one in 200 in large health surveys, who
identify as transgender. So maybe one in 200.

Perhaps one in a thousand, according to
a paper I reference Zhang, are in clinical care
for gender dysphoria. So we assume that there
are people who experience gender dysphoria but
don't go to the doctor for it.

O. Okay. So there are - based on the
numbers that you just quoted to me - one in 200
identify as transgender, one in a thousand are
treating for gender dysphoria. So that's - if
I'm doing quick math correctly .. approximately
one-fifth of transgender individuals are
seeking treatment for gender dysphoria?

ATTORNEY SMITH: Object to form.
A. lt's never been exactly teased out that

way.

O' OkaY'
A. But we assume that that's so because

,l

2
3
4
5

6
7

B

I
10
11

12

13

psychiatry?
ATTORNEY SM to form

A. So cultural psychiatry of
psychiatry that looks
groups of patients a And
so the di
gender.
identity.

icity,

IS

Itt o. lf
saying

e gcorrectly, you're
15
16
17
18
19
20

are nt - well, let me
ask that there are
d for patients based
u r experiences and identities?

of that correctly?
EY SMITH: Object to form

I think there are different
to be taken into account when a

there are fewer people who are actually
to the doctor. And to get a diagnosis of

sees a patient who is different in
any regards from the psychiatrist or

Page 13

1

2
3
4
5
6
7
8
I
10

11

12

13

14

15
16

17

18

19

20
21

22
23
24

gender dysphoria, you would
doctor.

to from the - maybe the majority of the

Iture; for example, in the case of

A. Now, your patient popu 3 immigrants.
4 So the psychiatrists who edit the book

5 and the psychiatrists who focus on this work do

6 focus on how - the considerations you have to

7 take into account with treatment.
B So there are certainly aspects that are
9 the same. ln terms of medication for example,

10 there may be - with some ethnicities, there
11 may be different rates of -- as a whole of
12 metabolism of the drug or differences between

13 men and women. But many of the differences are

14 not say how a drug works, but the approach
15 between doctor and patient.

16 O. Okay. lf I'm understanding
17 correctly - you mentioned an example of an

18 immigrant. So in taking that and kind of
19 trying to go with that, someone moving -- let's
20 just say to America from a different country --
21 has experienced life in a different way than
22 most Americans have, and therefore may need to
23 have an approach to therapy different from what
24 an American would respond to; is that accurate?

two-thirds of your patients
transgender -- of those two-th
able to break it down b 11'

adolescents and adults?
ATTORNEY SMITH to fo

A. Yes. I actually - time, I

looked at a few ke
down to -- about a were
patients th had tn

adol my ce. So some of
them
may

have tu might have been --
legal adults OW

ut a third adults when they
came pn ice. And then the
other thi der. So just an
approximate breakdown of a few days of patients
that I looked at.

O. I'll ask you a few more questions about
your background. I noticed in your report,
in - in your initial report - the first
report that you did, in paragraph six, you say
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age 14
ATTORNEY SMITH: Object to form.

A. That's accurate.
a. Okay. And so could that applied

across - not just someone with a different
immigration status or someone who's from a
different country, but for things such as
religion?

ATTORNEY SMITH: Object to form.

A. Yes. I think that people's religion
and spiritual beliefs should be taken into

account by psychiatrists as well. And there

are psychiatrists who focus on ways in which
spiritual beliefs or religion may affect care

and doctor/patient relationships.

O. Okay. Can you explain how gender
identity fits into that tenet of cultural
psychiatry and how that changes the approach of
a psychiatrist?

ATTORNEY SMITH: Object to form.

A. Sure. So in this case, it was the

approach to the transgender patient. And

transgender patients have sets of experiences
which are different. And so those can be

living identified in the gender that feels

15
1alien to them. lt also can be in

rejection or discrimination by
school. And it also reflects in

experiences because many

Page 16

A. Can you repeat the question?
A. Sure. Anytime that I ask a bad

question - because it will certainly happen -
feel free to to ask me to correct it or ask it
in a different way.

There are in your report
that -- and l'll read thi you're
quoting -- this is on page r initial
report -- your origi rt graph 21

ATTORNEY to
interrupt --b to
refer to -- and
just
Dr.

that

1

2
3
4
5
6
7
I
I
10
11

12
13
14
15
16
17
,18

19
20

AS his report.

1

2

3
4
5
6
7

I
I

10

11

12

13
14
15

16

17

t8
19

20
21

22
23
24

have had negative health
approach to a patient who
health experiences should ke
account.

O. So when you
patient, it's impo
into account thi
rejection
also ea
ind ls have

taking
I think you said

l..and
that those

right?

Object to form.
are external things

k you to explain it.

But, yo nted to make
sure , you can also

r choice
R. Sure. I was just trying

thi along if we all have it in
nstead of going back and

in

got a copy of both reports that --
report and the rebuttal report just
rcumstance. So you can --

o.
Page 17

Perfect. l'm happy to attach both.
use we'll talk about both reports. We'll

3 attach both of them as exhibits so everyone
4 knows what we're referr¡ng to, if that's good
5 with everyone.
6 ATTORNEY SMITH: ïhank you.
7 Q. So do you have your report in front of
I you, Doctor?
9 A. Yes.
10 ATTORNEY SMITH: Actually, Caleb, can
11 we do that now? Can we attach -
12 MR. DAVID: Sure.
13 Martha, we'll attach the expert
14 disclosure report of Dan H. Karasic, M.D.,
15 that has been filed in this case as
16 Exhibit 1 .

17 (Exhibit 1 was marked.)
18 MR. DAVID: And the -- let me get to
19 the title of it -- the expert rebuttal
20 report of Dan H. Karasic, M.D., as
21 Exhibit 2.
22 (Exhibit 2 was marked.)
23 O. Exhibit I is your initial repoÉ -- the
24 expert disclosure report of Dan H. Karasic,

ces e

n

A.

ORNEY
Ando.

that are
Because from reading your reports, it's my
understanding that it's your opinion that a
transgender identity is entirely internal and
not the effect of external forces; is that
correct?

ATTORNEY SMITH: Object to form.

rso
such
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7
I
I

10
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12
13
14
15
16
17
1B

19
20
21

22
23
24

Page 18
M.D. Do you have Exhibit 1 in front of you?
A. Yes.
O. I'm looking at page 5, paragraph 21.

And l'll read the first sentence, Gender
identity is a person's deeply felt, inherent
sense of being a girl, woman or female, a man
or male, a blend of male or female or an
alternative gender.

And that is citing to the American
Psychological Association, 201 5.

A. Yes.

O. And the next sentence says, Gender
identity does not always align with sex
assigned at birth. Gender identity, which has
biological bases, is not a product of external
influence and not subject to voluntary change.

First, did I read that correctly?
A. Yes.
A. Okay. So when you were talking about

cultural psychiatry and taking into
consideration the experience of individuals

1

2
3
4
5
6
7
B

I
10
11

12

Page 2 0

underpinnings. And there have been sometimes
ínteresting differences that illuminate what
forms gender identity. Somebody with complete
androgen insensitivity for example is XY in

terms of their chromosome, but assigned female
at birth. And they may even know that
their chromosomally gotoa
fertility doctor in adulthood

So what we VE

ideas of com part

of our ong of all the
ne'sdifferent

113
:14

pa

o. nsgender
t5
16
17
1B

19

20

individu -isit-
instab word you used?

Object to form.
p rogen insensitivity. Most

of le not identify as transgender
with co mplete androgen
entify as female. And it -- so

with transgender identities, you talked about se where somebody is chromosomally
some external things, such as rejection cells don't have androgen
family, peers, school, health experiences. And so the presence of androgens

19
11

2
3
4
5
6
7
B

I
10
11

12
13

14

15
l6
17
18
l9
20
21

22
23
24

And l'm asking if you can a n utero does not affect the embryo, und thåun' "
identities - or the embryo developsthe difference between th

influences and the internal 3 as - with an external female appearance
4 despite being an XY. And most of those people

5 identify as cisgender women.
6 Q. So what percentage of people experience
7 that, where they're XY and have that androgen
8 insensitivity?
I ATTORNEY SMITH: Object to form.
10 A. That's an uncommon circumstance.
11 O. Okay. Are there other -- because --

12 again, paragraph 21,you say, Gender identity
13 which has biological bases. Are there other
14 biological bases other than that situation that
15 you've just discussed?
16 ATTORNEY SMITH: Object to form.
17 A. So there does appear to be other
18 biological bases in terms of in utero
19 development -- somebody with congenital adrenal
20 hyperplasia, for example. The embryo, which is
21 XX, may be exposed to more androgens; and
22 there's a higher percentage of people with a
23 transgender identity.
24 For example -- another example is

you have stated as the defin
identity?

ATTORNEY SMIÏH
A. Sure. So as d th

definition from the Ameri
Association, gender rnal
sense of self.
or rejection is

ls --
to someone's

perceived ty , there is an
intern ce der person
has ll as, n experience in

a d lthink I'm understanding you
corre hat question here is, is I

guess sons that gender identity
exists at all. Gan you explain what actually
forms gender identity?

ATTORNEY SMITH: Object to form.
A. So the - there isn't a simple answer

in terms of what forms a gender identity. You
know, people know that there are biological

rea
you

Confident ial
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1

2

3

4
5

6
7

B

I
10

11

12

13
14

15

16
17

l8
19

20
21

22
23
24

Page 22
just -- there's a whole body of research trying
to characterize the physical size and

structures basically in male brains versus
female brains. And there's research that the
brains of transgender people on average fit
somewhere in between. So there's some evidence
of a difference in biology. How that
translates into somebody's gender identity
though is - you know, is so subject to
certainly future research.

O. I know from reading your report you've
been treating individuals with gender dysphoria
for I believe -- was it 30 years?

ATTORNEY SMITH: Object to form.
A. Yes.
O. Are you able to explain why there are

gender norms that are attached to someone's

1

2

3

4
5
b

7

I
I
10

11

12

13

14
15

16

17

1B

19

20

tge 24
they find that their gender identity and their
external sex characteristics are congruent?

ATTORNEY SMITH: Object to form.
A. Sure. So the establishment of gender

identity in cisgender people - perhaps because
it's viewed as a default ybe not
researched as much. inly know that
these biological bases, u know,

brain structure, wheth
characteristics that I ned at

birth that -
When

gruent.
k ple, lwas

referring you look at
male rains for cisgender

rlap. So we don'tpeople,
have --

lly
this research don't

have -- of what is it
external sex characteristics?

ATTORNEY SMITH: Object to form
A. Can you -- can you explain your

question further?
O. Sure. Sure.

So there are -- I'll just make this

makes somebody 100 percent

id male ale. But certainly
rences in, you know, kind of

a whole.
my question might even be

ly broader than that. Specifically
simpler. lf you flip to page 6 of Exhibit 1 -- ng at the DSM-S criteria for

23
1

Page 25

1

2

3
4
5
6
7
I
I
t0
11

12
13
14

15
'16

17
18

19
20
21

22
23
24

your initial report .. there is a ildren, there is -- I will see if I can pull
gender dysphoria, the diag up because I don't think that is contained
DSM-5. And they talk about 3 within your report. Give me one second. I'll

4 see if I can find that.
5 l'll go ahead and share my screen here,
6 Doctor, so you can see this. Gan you see
7 what's on my screen now, Doctor?
I A. Yes.
I Q. Okay. So here is the diagnostic
10 criteria under the DSM-S for gender dysphoria
11 in children. And what I'm asking about is -
12 particularly looking at A3 and A4. So A3 says,
13 a strong performance for cross-gender roles in
14 make-believe play or fantasy play. And A4
15 says, A strong preference for the toys, games,
16 or activities stereotypically used or engaged
17 in by the other gender.
18 So first, did I read that correctly?
19 A. Yes.
20 O. What l'm trying to understand is why
21 there are expectations that for instance, a

22 child born with male external sex
23 characteristics is supposed to play with
24 certain toys or engage in certain games? Are

be of the other gender or
gender from one's assigned they
talk about an incon
experience and express
secondary -- primary or

s
dary s

characteristics.
So what I'm

there is a match
nd is why

identity
markers sex
chara ?

ORNEY S to form
A are you s tn

ed e, why they find
their p or ry sex characteristics
cong

O. Sure.
A. ls that the question?

ATTORNEY SMITH: Object to form.

O. That is half of the question. The
other half is for transgender individuals. But
let's start with cisgender individuals. Why do

ce
e's
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I you able to exptain that? 
Pase 26

2 ATTORNEY SMITH: Object to form.
3 A. So first, I just want to point out that
4 gender dysphoria in children is a separate
5 diagnosis from gender dysphoria in adolescents
6 and adults. And so they may be overlapping
7 Venn diagrams perhaps might be a way to look at
B that. But having gender dysphoria in children
9 is not necessarily the same thing as being a

10 transgender person.
11 So -- and there are differences in

12 expected behaviors in boys and girls that
13 certainly vary culturally and, you know, over
14 time by a particular society at a particular
15 time certainly has attributes and behaviors
16 that it -- that are typically male and
17 typically female.
18 ATTORNEY SMITH: Caleb, can you mark
19 this exhibit for clarity of the record?
20 MR. DAVID: Let me -- before we do
21 that, are you okay with doing a set number
22 of pages for this? Because it's 970
23 pages. I'm happy to mark the -
24 this is the entire --

ATTORNEY SMITH: Object to form. 
Paee 28

O. Okay. And so if a person is born and
is assigned male at birth and that person does
not have a gender identity that conforms to the
expectations of society, that person may
develop a transgender
correct?

; is that

ATTORNEY SMITH

1

2

3

4
5

6

7

I
9

10

11

12

13

14

15

16
17

18

19
20

A. Can you repeat
me.

O. Sure.
A person is

birth.

A.Y
o.

that a
expe

ical
le sex at

characteristics
re at society would

how that person acts,

, the games they play.
they with are different than from

for

would expect someone who is
at birth, that person may develop
identity; is that correct?

RNEY SMITH: Object to form
of those people do, and some

)1 Page 29

O. Okay. How do we know who will - who
3 will develop that transgender identity?
4 ATTORNEY SMITH: Object to form.
5 A. So ultimately, it is people who develop
6 more distress around aspects of their gender.
7 That can include people who develop distress
8 around physical aspects of their gender. lt
9 can be people who develop -- who insist - if
10 we're talking about children -- insisting on an
11 identity other than the one assigned at birth
12 and who have that in a persistent way. So not

13 all the people who don't engage in

14 gender{ypical play develop a transgender
15 identity.
l6 O. And that -- you said gender-typical
17 play. Something being gender typical is based
18 off of society expecting them to act a certain
19 way based on the sex that they were assigned at
20 birth; is that right?
21 ATTORNEY SMITH: Object to form.
22 A. Yeah. I think that's a way to look at
23 it, that there are -- outside of societal
24 expectations, there are some that perhaps go
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4
5

6

7
I
I
10

11
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13

14

15

16

17

18

19
20

21

22
23

24

more cross cultures, and there are some thutn"n" 
to

are very specific to -- more specific to a
culture and a time.

O. And to try -- not to say that all of
America is one culture. But to try to narrow
it from the entire world down to the United
States -- within the United States, gender
roles have changed from'1776 to today, right?

ATTORNEY SMITH: Object to form.
A. Well, I wasn't around in 1776.

Although it feels like it sometimes. But I

think it is fair to say that gender

expectations have changed with time -
Q. And -
A. - in the United States.

O. For instance, it really wasn't that
long ago that women were expected to not work
and to be at the home and they were expected to
raise children. And today, while there are

still a lot of people that probably still
believe that, that's not the norm of our -- of
America today, right?

ATTORNEY SMITH: Object to form.
A. Right. There are now a wider variety
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Page 32

expectations to people based upon gender. For
instance, I don't -- people would identify me
as a male. lwouldn't say, yep, I'm
100 percent male, I don't have any feminine
characteristics or anything like that. I

certainly do. And ply who I am as a
person. I identify as

So what l'm trying to u is why
based onwe have these ex of

their internal sex first
place. ls so able to
discuss

A RN to form
obj
A.Y that there - you

know, al historians over
time. ve been

butes to male and
SO nk that is something that

of humanity -- even as those
that there is that phenomenon

ly we can see, you know, going back
years and in different cultures.

when you are providing care to your
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of expectations for women than
Page 33

r patients, do you provide -- let me

the past.

O. So -- and again, this is
I grant you that, because I'm
accept the hypothetical and

ust start over. You provide psychiatric care

u

3 to your transgender patients, correct?
4 ATTORNEY SMITH: Object to form.

5 A. Correct.

6 Q. Okay. And for a patient who is
7 transgender and has gender dysphoria - which I

I understand is not all of your transgender
9 patients, but ... So for a patient who is
10 transgender and has gender dysphoria, what does
11 your psychiatric treatment look like?
12 ATTORNEY SMITH: Object to form.

13 A. I'm typically not - my psychiatric

14 treatment that I am providing is typically for
15 co-occurring conditions. People come to me not

16 only because they're transgender, coming to me

17 as a psychiatrist specifically. Typically, not

18 only because they're transgender, but because

19 they have depression or anxiety or some other
20 psychiatric symptom.

21 So very often the focus of treatment is

22 the other psychiatric symptoms that people

23 have. There are people who are exploring their
24 gender identity. And so there can be work in

irh
it. Gender identities for
in 1900 might be d g

identities -- individuals 202
that make sense to

ATTORNEY
A. I don't know ¡t

that way there
identifiedare -- ,t

asa or fema any years ago --
th have be ople who identified as

or were transgender, butneith y years
there --n to, you know, do about
it. There descriptors that people
apply to themselves for gender identity, like

nonbinary which were not present back then that
are present now.

O. So something that ljust - I can't
personally understand is why society has
attached certain behaviors or certain

would
can
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Page 34
terms of that exploration. There certainly can
be people who are working on their reaction to
how others around them respond to their gender
identity.

And so I'm not providing psychiatric
treatment to -- you know, to change their
gender identity. But I am treating the
symptoms, you know, kind of around it that I

can treat as a psychiatrist.

a. So I think what you just said at the
end there is kind of what my question is. So
when you have a patient who has gender
dysphoria, you can provide psychiatric
counseling for how they react to the external
factors, the perceptions of other people; is
that correct?

ATTORNEY SMITH: Object to form.
A. Yes.

O. Are you able to provide -- or is it
accepted to provide psychiatric counseling in
terms of helping those individuals to accept
themselves and how the outside world
perceive them?

ATTORNEY SMITH: Object to form.

m ight

getting gender-affirming care? 
lse 36

O. No. No, not that.
I'm asking if there is a methodology or

a treatment plan that can assist individuals
with managing the symptoms of gender dysphoria
separate from rece
surgical therapy?

therapy or

ATTORNEY SMITH rm

A. So there's not a

treatment to cause
dysphoria

O. So
gender
them --

ly assisting
d

*'â ients with

other
and anxiety. What

else a patients with

ITH: Object to form.
Sol with them in terms

identity and their symptoms
I try to leave it to the

the ship in terms of whether
when they might get

rming care.

35
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And, Dr. Karasic, before
can we just pause so that I

I can lodge my objections and
easier for the court reporter?

THE WITNESS: Yes. Tha
A. Can you repeat or
O. Right. I'm not -- |

clear about this. I'm not tng
there should be or th c
counseling that's tell
someone that identity --

that they identity or
anythi

know th psychiatric
GOU ling for peo
to tos
acce to I guess not have as
much themselves from external
forces.

ls that something that is done with
people who experience gender dysphoria?

ATTORNEY SMITH: Object to form.
A. So are you asking whether I am doing

treatment to try to steer people into not

for multiple conditions
accept their condition,

Page 37
Sometimes people know they want

ender-affirming care, but they can't get it at

3 that time for example. Somebody living at home

4 with parents or otherwise dependent on another
5 person might be an example where they might

6 need to postpone that.
7 So I'm certainly working with the
8 symptoms of gender dysphoria as - among the

9 symptoms that the person is experiencing
10 without there being a specific psychiatric

11 treatment for gender dysphoria.
12 O. So on the -- you just mentioned
13 gender-affirming care and - how is it
14 determined whether a patient needs or - l'll
15 just use the word "needs." Whether a patient
16 needs gender-affirming care, hormone therapy or
17 surgicaltherapy?
18 ATTORNEY SMITH: Object to form.

19 A. Sure. So in practice - first of all,

20 there are some differences. There are

21 differences between adolescents seeking
22 gender-affirming care and adults. And
23 practices also -- | think a difference between

24 when someone is exploring their gender identity
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age 38
or unsure of the kind of gender-affirming care
they might want or if or when they might want
it.

And then there are other people who for
example have lived in the gender in which they
identify for extended periods of time, where
gender identity and what they want to do about
it is not really in question. I think there's
a whole range of approaches depending on the
patient.

O. Let's start with adults. The two
plaintiffs in this case are adults.
A. Uh-huh.
O. How do you determine whether -- well,

let me just start over here.
So if you were going to recommend a

course of treatment for a patient -- I assume
that there has to be indications for that
course of treatment, correct?

ATTORNEY SMITH: Object to form.
A. Yes. So I think that certainly the

presence of a diagnosis of gender dysphoria
where somebody has had persistent and
in some ways distress related to their gender

dysphoria. And of course having
to consent for care. I think those
essential factors for an adult see
hormones.

O. So not alladults who are d
with gender dysphoria u

surgical treatment,
ATTORNEY SMITH to

A. Yes. As I said, we
because of differen n

how many people re and how
many peop le id
presu identify as

that the distress of gender dysphoria is

significantly affecting their life.

ATTORNEY SMITH: Caleb, not to

interrupt you -- we've been going for a
little bit -- for an hour now. Can we go

ahead and take a a minute?
MR. DAVID: Ab

take five minutes?
ATTORNEY SM

ou want to

VIDEOGRAPH

Page 40

off the

back on the

tookabreak, lwas
about how the

that someone's distress
rises to the level of

1

2

3
4
5
6

7

8

I
10

11

12

13

14

15

16

17

18

19

20

G

record at

reco
BY MR.
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tran
And

, you kn coming to me

ical or surgical treatment. You
the DSM-S and the discussion on

clinically significant distress
re we were?

SMITH: Object to form

Page 41
Yes

O. Okay. ls there a diagnostic test to
3 determine whether someone's stress (sic) is

4 clinically significant?
5 ATTORNEY SMITH: Object to form.

6 A. Whether someone's distress is

7 clinically significant?
8 Q. Yes.
I A. So that is determined in the course of
10 psychiatric evaluation; not by a specific
11 distress test, but using the clinicaljudgment
12 of the clinician.
13 O. So we had broken this down - because I

14 had asked you a very broad question. And you
15 said that it would be different for adults,
16 adolescents and children. So let me ask you --
17 adolescents, how do you determine whether that
18 individual requires or needs medical or
19 surgical therapy for gender dysphoria?
20 ATTORNEY SMITH: Object to form.

21 A. Sure. So we - if I am going by my
22 clinical practice and that of a child in the
23 Adolescent Gender Center at UCSF, we -- as well

24 as I think guidance from WPATH, we agree that

may -
is not

may have some level of
enough that they

need tra nrng

a. So a determination whether
someone's level of distress is severe enough to
require those medical or surgical treatments?

ATTORNEY SMITH: Object to form.
A. So I think that a good guide is the

DSM-S diagnosis. Clinically significant
distress, social and occupational impairment so
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Page 42

adolescents require more evaluation - a
longer-term evaluation, especially if just
presenting with gender dysphoria in

adolescence. So it's typically not the work
that I do, although there have been times when
I have. But it's typically not the work that I

do because it's -- I will typically refer them
to some of my psychotherapist colleagues to
meet with the adolescent over time and to make
a determination in terms of whether - along
with the patient, along with the patient's
parents. There is a - they can come to an
agreement in terms of what is or isn't to be

done next.

O. Why do you refer those patients to
psychotherapist colleagues rather than make
that determination yourself?

ATTORNEY SMITH: Object to form.
A. So I have limited time. I had limited

time when I was at a UCFS faculty member. And
I have limited time now, and so - and this is
often a time-intensive process.

So I have had -- at times there have
been, you know, adolescents where I have

Page 44
treatment for gender dysphoria to children?

ATTORNEY SMITH: Object to form.
A. No.

O. So in your practice, have you
recommended to adolescents that they undergo
medical therapy, so

ATTORNEY SMI
al therapy?

to form
A. So I would say that it is td

say that we let the a up

first, and then
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example,
direction

So
that -
want a
typi
work

h

for
particular

gup
where they

n. As I said,

a therapist to
nsively before making a

,h

nd - for example, callthe
Adol nt Center at UCSF

t brings up a potentially
transition, do you always

patient out to a separate gender
tc

SMITH: Object to form.
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that work. But typically I will refer
psychotherapists who do that a

thing in their practice and have

devote to that individual for
do that work.

to

O. And if you know, what
the psychotherapy that is
adolescents?

ATTORNEY SMITH rm

A. Sure. So it de scent.

But it can be to hel - not only

their id want to

take ln

the of gende care -- whether

or is a next them.
so that's with a

thera gto their client and

getting to nt's parents and

assessing the degree of distress and the

persistence of that distress that might be

relieved by gender-affirming care.

O. Okay. So do you treat children? And
when I say children, I mean people younger than
adolescents, Do you provide psychiatric

Page 45
So I typically refer them to the Child

nd Adolescent Center. Most of my patients -
3 almost all of my adolescent transgender
4 patients are already in therapy. But some
5 don't have therapists. lf they don't, I refer
6 them out to a therapist.
7 So the Child and Adolescent Center
B requires that somebody -- that an adolescent
9 works with a mental health provider to start
10 that person on hormones. And generally that's
11 not me. That's the - it's the psychotherapist

12 thal they're working with.
13 O. Do you prescribe hormones to patients?
14 A. No.

15 ATTORNEY SMITH: Object to form.
l6 O. I didn't hear your answer, Doctor. l'm
17 sorry.
18 A. No.

19 O. Do you write letters to potential
20 prescribing physicians recommending hormone
21 therapy?
22 ATTORNEY SMITH: Object to form.

23 A. So for adult patients, yes. I will say
24 lhat many patients - many adult patients can

r

orn
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Page 46
go to a primary care endocrinology physician
who has expertise in taking care of transgender
people who might do that evaluation themselves.
So not all of those physicians require a letter
from me for adult patients to start hormones.

O. Okay. For adolescent patients, do you
write letters to recommend that they start
hormone therapy?

ATTORNEY SMITH: Object to form.
A. No. I refer them - that letter is

done by their psychotherapist.

O. Okay. So am lcorrect in understanding
that you only recommend medical or surgical
treatment of gender dysphoria in adults?

ATTORNEY SMITH: Object to form.
A. I wouldn't put it that way. I would

say that -- if you're asking who I write
letters to, it would -- I would write a letter
if required by the primary care or
endocrinology physician or medical provider.
lf they require a mental health letter, then I
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Page 48
So that's just an example of when I

might - in that case, it wasn't a letter. lt
was, you know, a direct communication between
the primary care provider and myself.

O. So in that instance, the primary care
provider was ensurin there wasn't a
contraindication to the itself based
upon the patient's co-occ ton,
correct?

ATTORNEY S

A. Yes.
contraindi a re was a
care
side

o.

in mental health

conditions that
would a patient from
co for onal therapy?

MITH: Object to form.
I think a broad way people have

consent to medications. So any
delirium or dementia, that

will do that.
Sometimes it's in a circumstance w

ir people's ability to consent. Or
who is in a psychotic episode; there's

somebody has a co-occurring condition. So renia, or an acute manic episode or

Page 49
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primary care physician or endocri IS disorder
concerned, for example, about
even some of the doctors who

So those are examples ceftainly where,
e 3 you know, mental disorder would preclude

4 gender-affirming care at least until it was --
5 until or unless it could be treated so they
6 were able to give informed consent.
7 Q. Again, if I'm understanding correctly,
I it's not that someone with bipolar disorder,
9 that means that they can't have
10 gender-affirming care? lt's that their bipolar
11 disorder has to be stable before they're
12 provided gender-affirming care?
13 ATTORNEY SMITH: Object to form.
14 A. Yes. And in Standards of Care 7, it's
15 listed as being, you know -- well controlled is
16 the adjective that they use. But the
17 importance is that they -- that they're able to
18 give informed consent, that they're able to
19 participate in care in terms of aspects of what
20 is well controlled.
21 O. And since you just mentioned it, I'll
22 ask you a question. The Standards of Care,
23 that's a bit of a misnomer, isn't it?
24 ATTORNEY SMITH: Object to form.

assessment, there are times wh
hear from me also.

nt

O. Why is it important
co-occurring conditions to
someone on hormone

ATTORNEY SMIT form
A. Just thinking

providing care for woman who was

already on e,

alrea on - or had asked
her an to rone, which
she ht might r some breast growth

she wasn't ng much breast growth

asked to speak to me
because ere can be mood instability
with progesterone. And this particular patient

was seeing me for mood instability. You know,

asking me both, was it okay to start
progesterone, and also having just a plan to
follow up with the patient in case they had
additional mood instability.
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Grading of Recommendations, Assessment,
Development and Evaluation group?

ATTORNEY SMITH: Object to form.

A. Yes.

Q. And my .. you are probably more

Page 52

to formA

es

it's a

?

rd

it
A.

o.

familiar with GRADE tha But my
differentunderstanding is that

applications regarding reviewing
evidence or you're ma
recom mendations.

rankings for

as -- and I think

ook at recommendations, they

s; is that right?

there are different gradients

that can be made that are

ATTOR
Yes. IA.

o.
how

weak dichotomy. But

RNEY SMITH: Object to form
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Page 50
A. Was that a question?

O. Yes.
A. Well--

ATTORNEY SMITH: Object to form.
A. -- I think if we look historically that

WPATH and its predecessor organization
established the Standards of Care as standards
of care for the field. I think that they've
also been described as practice guidelines.

O. I don't think anyone will disagree that
they're practice guidelines. But just saying
we publish the Standards of Gare probably
doesn't mean that it is the standard of care
and that if someone does not comply with that
that they're committing malpractice, right?

ATTORNEY SMITH: Object to form.
A. So I think there is still - there's

still a belief that they are trying to set
standards of care as well as practice
guidelines. And within the standards of care,
there certainly is a flexibility and deference
to clinicaljudgment.

So it's not something that is - well,
I don't remember exactly how you put it. But

think there still are aspirations to
know, that these clinical guidel

those that are agreed upon by
leaders in the field in terms of cli

including academic care. So I rh

are -- while the name Stan
out of the history of the on,

there are still aspirations the
standard -- providing a for
transgender people

O. I'm going very poor
transition to essentially
gradi at evidence. Do
you der an expert in

clinical ence?
NEY S

A. rtai

in eval
years as a health academic, from training in

medical school, from training and a fellowship
that I did. So I do view myself as somebody
who is knowledgeable. But it's also not the
focus of my work.

O. Are you familiar with grade -- the

Page 53
on - in what way the evidence was

3 Q. lwant to talk about the Endocrine
4 Society Guidelines. But first are -- is WPATH
5 Standards of Care 7 - has that been evaluated
6 using the GRADE scale?
7 ATTORNEY SMITH: Object to form.
I A. The GRADE scale was not part of the
9 development of Standards of Care 7. lt is
10 being used more in Standards of Care B.

11 O. Okay. lwill pull this up because I'm
12 going to ask you probably more questions than
13 either one of us want about these - the
14 Endocrine Society Guidelines. Are you able to
15 see those? I'll scroll up to the top first.
16 A. Okay.
17 a. Are you able to see that on your
18 screen?
19 A. Yes.
20 MR. DAVID: We'llgo ahead and mark
21 the Endocrine Treatment of
22 Gender-Dysphoric/Gender-lncongruent
23 Persons: An Endocrine Society Clinical
24 Practice Guideline as Exhibit 4.

: Object to form.
expertise from --
ence from my many

ake a
you
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Page 54
Do I have that right, Martha? We're

on four?
THE COURT REPORTER: Yes.

(Exhibit 4 was marked.)

O. You refer to these guidelines in your
reports, correct?
A. Yes.

O. Okay. And my understanding from the
first page of this is that they did -- it
says -- and I'll read under evidence. The last
sentence of that section says, The task force
commissioned two systematic reviews and used
the best available evidence from other
published systematic reviews and individual
studies.

First, did I read that correctly?
A. Yes.
a. And is that your understanding of the

methodology of this particular guideline?
A. Yes.
O. Now, looking through - l'm going to

scroll down to - and I'll read off the number
that's in the corner. The document num
3870. And at this point, there is a summary

55
1recommendations for - the first

evaluation of youth and adults,
A. Yes.

Q. And we're going to come
But I just wanted to kind of orient eve
They also have 2.0, the
adolescents, correct?

A. Yes.

Q. 3.0, hormonal thera er
adults, correct?

A. Yes.

Q. 4.0, adverse n and

A,

o.

A.

o.

surgery fo reassignment and
nfirmation,

N nd this is on
page 3872. They have the Method of Development
of Evidence-Based Glinical Practice Guidelines.
And if we read this -- and l'll kind of
highlight the portion that l'm talking about.
It says that the task force followed the
approach recommended by the Grading of

Page 56
Recommendations, Assessment, Development and
Evaluation group, an international group with
expertise in the development and implementation
of evidence-based guidelines.

Did I read that correctly?
A. Yes.

Q. And that's just a

saying that they used
A. Yes.

d way
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10 ATTORNEY
11 Q. And if
12 well, I'llju not
13 doing th out iled
14 descripti has been
15 published re have a notation to
16 that. T the best available
17 lop the
18 The task force also used
19c lang and graphical descriptions
20 gth of a recommendation and

dence.
d that correctly?

do you understand that the strength

Page 57
recommendation is what we talked about

nd how they evaluate recommendations under the
3 GRADE scale?
4 ATTORNEY SMITH: Object to form.

5 A. That the - yeah. You're saying

6 graphical descriptions of both the strength of
7 the recommendation and the quality of
I evidence -- are you asking, is that --

9 that's -- in terms of the descriptors that they
10 then list, we recommend and we suggest, and the

11 cross-filled circles indicate the quality of
'12 evidence?

13 O. Right. So if they make a strong
14 recommendation, they say "we recommend," and
15 they use the number one; is that right?
16 A. Yes.

17 Q. And if they make a weak recommendation,
18 they use the phrase "we suggest" and the number
19 two; is that right?
20 ATTORNEY SMITH: Object to form.

21 A. Yes.

22 Q. And then they have these cross-filled
23 circles. And if there's one cross-filled
24 circle, that's for very low quality evidence,

me
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Page 58 rge 60
O. Okay. And that is -- they didn't grade

that? They say it's a good practice statement,
correct?

A. Yes.

O. Okay. Now I'm going to skip ahead just

'l

2

3
4
5

6
7

I
I
10

11

12

13
14

15

16

17
18

l9
20
21

22
23
24

correct?
ATTORNEY SMITH: Object to form.

A. Yes.
O. Two cross-filled circles is low quality

evidence, correct?
ATTORNEY SMITH: Object to form.

O. Yes. l'lljust do the last two. Three
cross-filled circles is moderate quality of
evidence, correct?

ATTORNEY SMITH: Object to form.
A. Yes.
O. And four cross-filled circles are high

quality evidence, correct?
ATTORNEY SMITH: Object to form.

A. Yes.

O. So I said that we were going to go
back, and we are. So we've talked a little
bit .. and we haven't gotten through all of

1

2

3

4

5

6

7

I
I
10

11

12

so that we can look at
here. So now let's like

pointing out
says, We

recommend against puberty and
gender-affirming horm
prepubertal children
tnco

Did I

Its A.

iu o. that that's a

15 strong
16 A.
17 Yea

one there?

18 within 1.4 where

this yet. But the summary of recommendations 19 the at the end. The

here, 1.0, The evaluation of youth and adults.
And this particular -- and we can go through

20 ns it's a strong recommendation?
SMITH: Object to form.

these one by one if you'd like.
But 1.1 says, We advise that only

trained mental health professionals - MH

I think I would need to go back

described the one and two.

that's how they described it.

59
,l

Page 61
1 who meet the following criteria s Sure.
2 gender dysphoria/gender in A. So in terms of strength of the
3 One, competence in using the di 3 recommendation -- strong recommendations use

4 the phrase "we recommend" in the number one.
5 Weak recommendations, "we suggest" in the
6 number two. So the number one there is a
7 strong recommendation.
I Q. Okay. And having two cross-filled
9 circles means it's based on low quality
10 evidence, correct?
11 ATTORNEY SMITH: Object to form.
12 A. So you also have to look at -- within
13 the GRADE scoring of what low quality and high
14 quality evidence means. And basically if you
15 don't have a randomized double-blind,
16 placebo-controlled trial, the evidence score is

17 lower. And that's not something that is
18 ethically or practically possible in many of
19 these -- for many of these statements.
20 O. Okay. And so I think you said
21 randomized, double-blind, placebo-controlled
22 trial. Would that be high quality of evidence?
23 ATTORNEY SMITH: Object to form.
24 A. Yes. Within the GRADE scoring, the

4 statistical manual of mental d
5 and/or the International Statistical
6 Glassification of Diseases a

7 Problems, lCD, for dia
8 Two, the ability to GD/ge
9 incongrue nce and make between
10 GD/gender incongru ns that have
1'l similar features,
12 disorder.

hic

13

14 psyc
15

Th ng
conditio

, the ability dertake or refer
16 for
17 F abil ocially
18 assess nderstanding, mental
19 health and social conditions that can impact
20 gender-affirming hormone therapy.
21 And six, a practice of regularly
22 attending relevant professional meetings.
23 Did I read that correctly, Doctor?
24 A. Yes.
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63
1

1
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16
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18
19

20
21

22
23
24

higher scores go to those kind of r"ndoti."d'n" 
u'

trials as opposed to other research - other
types of research that generally are considered
less strong basically in terms of the evidence
they provide.

O. Okay. So if l'm understanding
correctly, there isn't going to be that level
of evidence for any treatment related to gender
dysphoria because it would be unethicalto have
a control group that you're withholding
treatment from, is that a correct
understanding?

ATTORNEY SMITH: Object to form.
A. Yes.
O. Okay. So -- and l'll go back to that

scale so that we're all looking at the same
thing. lwill highlight it as well. When
we're talking about the cross-filled circles -
we just talked about what is high quality.
That's kind of hiding it. As you can see where
the cross-filled circles are -- we just talked
about high quality of evidence and what's

1

2

3

4
5

6
7

8

9
10

11

12
13

14
15
16
17

18

19
20

ge 64
which we've marked as Exhibit 2 to your
deposition?
A. Sure. Let me put that in front of me.

Okay. I have it in front of me.

O. lf you'll flip to page 3, and it's
paragraph 11. I'll go and read it, and
I'll ask you some qu out it. Puberty
blockers may be i Stage 2 of

ges ofpuberty if the onset
puberty is causing blockers
allow the d nd their
gender of a mental
health ng distress
from th e development of

cs. These
treatm le and if stopped, the

ormal puberty
than that brief

dt that correctly?

n you explain what Tanner
?

required for that. What is required for
moderate quality of evidence?

NEY SMITH: Object to form
nner Stage 2 is the first evidence

1

2

3

4
5

6
7

I
I
l0
11

12

13

14

15

16

17

l8
l9
20
21

22
23
24

ATTORNEY SMITH: Object
Page 65

a pediatrician on examination may see to
rmine that the early onset -- I mean, theA. lwould - I guess lwould

what they -- how they consider
to

quality. But generally high quality e
3 beginning - the onset of puberty.
4 Q. Okay. ls there an age range for when
5 someone enters Tanner Stage 2?
6 ATTORNEY SMITH: Object to form.
7 A. Yes. lt has been getting earlier in
I the U.S. And I think it's earlierthan in

9 other countries. But it commonly happens
10 between age nine and 12. So a little younger I

11 think for people assigned female at birth.
12 O. And because we've already discussed
13 that you are not treating children - meaning
14 people younger than adolescents - I wanted to
15 ask what the basis is for the next sentence.
16 The puberty blockers allow the child time to
17 better understand their gender identity under
18 the care of a mental health professionalwhile
19 delaying distress from the progression of the
20 development of secondary sex characteristics.
21 ATTORNEY SMITH: Object to form.
22 A. Sure. So puberty blockers halt the
23 progression of puberty. And during that time,
24 it may prevent an increase in distress from the

randomized trials. And then you n

other types of studies and ra

of being lower than high q

O. Doyou knoww
systematic review of

e scale a
would

lall?
ATTORNEY to form.

A.A
studies

ective
I thi in the

middl
obse evt d a randomized
clin

o. We'll back to this, but
I'llstop s

Let me ask you about something that was
in your report here. So in your rebuttal
report, which we've marked as Exhibit 2 to your
deposition - do you have that in front of you?
A. I'm sorry. Can you repeat that?
O. Sure. Do you have your rebuttal report
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Page 66
patient because - for example, breast
development is halted while they're on puberty
blockers.

And so - as opposed to, let's say,
going directly to hormones, you could have some
time where a child could work with their
therapist to get a better understanding of
their gender identity and whether or not it
makes sense to precede to cross-sex hormones.

During that time, it still is possible,
if the patient and parents don't want to
precede to cross-sex hormones, to stop puberty
blockers and the patient's body will resume
puberty off of puberty blockers.

O. So if a patient is started on puberty
blockers during Tanner Stage 2 and later
decides that they don't want to transition,
they can stop puberty blockers and resume
normal puberty?

ATTORNEY SMITH: Object to form.
A. Yes. We know this from the original

1

2
3
4
5

6
7
I
9
10
'11

12
l3
14
15

16

17
1B

19

20

Page 68
allow for a normal progression of puberty
following stopping the drugs?

ATTORNEY SMITH: Object to form.
A. So you're asking -- can you rephrase

the question, or help me understand what you're
asking?

O. ltold you l'd ask questions.
So what l'm trying to lS'

you said Tanner age nine
to 12. I'lljust pick a
child is on at age ten
and decid they don't
want to n nt in time
where

A SM Object to form

AU lly u M

You're fine.
. My computer tried to
icrosoft Office. So my
. Are you still on there?
go off the record

ppeared
D: Let's

use of puberty blockers which was on ute, and we'll see if we can get

with premature puberty where these dru on.
used to delay the onset of puberty until it's RAPHER: Going off the record

67
1

Page 69
1

2
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more in line with the child's peers. at 1351.
(Break in proceedings.)

VIDEOGRAPHER: We are back on at
1 353.

people who undergo that treatme
normal adolescent development 3

4
5
6

7

I
I
t0
11

12

13

14

15

16

17

18

19
20
21

22
23
24

O. Okay. So in the instance
term precocious -- is that - BY MR. DAVID:

O. Doctor, before we took the break, I was
making some poor attempts at asking you some
questions. I'll try again here. lf a child is
started on puberty blockers at age ten, is
there a deadline for when the child will have
to stop taking puberty blockers to resume the
normal progression of puberty afterwards?

ATTORNEY SMITH: Object to form.
A. Again, I don't make these

determinations. But there are health providers
who believe that after about two years on
puberty blockers, one might consider cross-sex
hormones. And there are other providers who
may believe in a set age. So it seems like
there is some difference in practice.

But I think that they're - that
pediatricians do tend to believe at some point,
perhaps two years, at whatever their belief is

that cross - that it would be good to start

A. Precocious puberty.
ATTORNEY SMITH:

O. Thank you, Doctor.
to

So in the instance c
precocrous be placed

untilon puberty bloc
the-l
everyo

want because
tn

line me frame i their peers
gene , and then puberty progresses from

eneral rate as theirthat at the
peers h rks for precocious
indi

ATTORNEY SMITH: Object to form.
A. Yes.
O. In the instance of a child with gender

dysphoria who is starting puberty blockers
Tanner Stage 2, is there a time frame where the
puberty blockers would have to be halted to
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Page '70

cross-sex hormones.
O. Okay. Let's go back to your expert

rebuttal report that's been marked as
Exhibit 2 and look at paragraph 12. l'll read
it first. lt is not until later in adolescence
when the adolescent and parents in consultation
with mental health professionals and
pediatricians have had time to ensure that
change in gender identity is unlikely, that the
adolescent may start cross-sex hormones with
the consent of parents and agreement with
mental health and medical professionals.

First, did I read that correctly?
A. Yes.

O. So there's a clause in there that says
"have had time to ensure that change in gender
identity is unlikely."

So first, can you explain what that
means?

ATTORNEY SMITH: Object to form.

A. Sure. So there's exploration with the
therapist that their gender identity has

persisted over time. And so there is work th
has a start date with a therapist, and it gives

as a child and do not have a transgend 
"rnun" 

"
identity as an adolescent, are you saying those
as distinct things?

ATTORNEY SMITH: Object to form.
A. So the -- when l'm saying gender

identity disorder of chi

very specifically to the
I'm referring

DSM -- before DSM-5 - in

in the
lV and

the various revisions in

O. Okay. So are ere are
identity in

1

2

3

4

5

6

7

I
9

l0
11

12

13

14

15

16

17

1B

19

20

not patientsrqrh
childhood lvdo

o
adolescence?

A to form
A. sel

don't take , going by -
the d re of people who had

adi disorder of
diagnosis did not require

er id to meet the diagnosis.
back to the Endocrine Society
a minute.

VID: For the record, this is
3879 of the document. And this is
so we're all on the same page

them some time to have worked
therapist -- for the therapist to
this person's gender identity is

the person is - in this case, woul
cross-sex identity that's stable
start gender-affirming ho

Did I answer your q
O. I think so for the

So are there pati e a
ld, andtransgender ide

then once they a nt have a
cisgender

A to form.
4..

the d
have
a chil

data is people who -
that we ha really on people who
have had a r identity disorder,

iagn ich - to meet that
diagn rily need to have a
transgender identity.

And so we have evidence that there are
people - children who have had a gender
identity disorder of childhood who don't have a
transgender identity as adolescents and adults.

O. When you say a gender identity disorder

1

2

3

4
5

6
7

I
I

10

'11

12

13

14
15

16

17
18
'19

20
21

22
23
24

2

Page 73
ere -- the recommendations for those

involved in the gender-affirming hormone
3 treatment of individuals with GD/gender
4 incongruence, which starts on page 3877 of
5 the document. And then this particular
6 part that I want to talk about is on

7 page 3879.
8 Q. So, Doctor, you see under evidence,
9 there is a statement at the beginning - I'll
10 highlight it -- that in most children diagnosed
11 with GD/gender incongrrrence, it did not persist
12 into adolescence.
13 Did I read that correctly?
14 A. Yes.
l5 O. Okay. And there's also a statement
l6 that the - I'll highlight this as well - the
17 large majority, about 85 percent of prepubertal
18 children with a childhood diagnosis, did not
19 remain GD/gender incongruent in adolescence.
20 Did I read that correctly?
21 A. Yes.
22 O. And these guidelines were published in
23 2017; is that correct?
24 A. Yes.
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Page 74

1 Q. And the DSM-5 was published in 2013,
2 correct?
3 A. Yes.
4 Q. So are you saying these guidelines are
5 based off of the DSM-¡V criteria?
6 ATTORNEY SMITH: Object to form.
7 A. The research to make that statement -
8 in most children diagnosed with GD/gender
9 incongruence, it did not persist into
10 adolescence, the guidelines used GD/gender
11 incongruence as a term. But that's not what --
12 the research did not use a gender dysphoria
13 diagnosis.
14 Gender dysphoria did not exist as a
15 diagnosis until 2013. And these studies go

16 back from the 1970s to people who were treated
17 in the studies at least several years before
18 publication of any of these articles because
19 they're longitudinal studies.
20 So the DSM-5 didn't exist. So they
21 used the version of DSM that they had when they
22 did the study - when they started the study.
23 And when you look at the studies, you can.6\
24 that people had either a diagnosis of genOeÑ

1
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3
4
5
6
7

B

I
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16
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Page 76
O. What is it that you believe is such a

significant difference between DSM-lV and
gender identity disorder in children and DSM-S
gender dysphoria in children? What is the
difference that's so significant?

ATTORNEY SMIT ect to form
A. So the significance

criterion in the diagnosis
A1

required in earlier
transgender identity d

equivalencer.qi
meeting the\êr1

a by

in the
GID of

childhood ria in childhood
nition in these

stud GI ldhood diagnosis was
b did not require this

u'll flip back to page 2 of
I report. And in

h seven, in the middle there, you're
out gender dysphoria in children, the

s from DSM-S. And you say the

I
2

3

4
5

6

7

8
I
10

11

12
l3
14

15

16

17

1B

19

20
21

22
23
24

identity disorder of childhood, or
Page 77

nosis also requires the presence of
rion A1, which is, quote, a strong desireof these studies, it lists that a n

the children brought into the stu 3 to be of the other gender or insistence that
4 one is the other gender or some alternative
5 gender different from one's assigned gender,
6 end quote,
7 Did I read that correctly?
8 A. Yes.
I Q. ls that what you are referring to as
10 the A1 criterion that was not required for the
11 DSM-lV diagnosis?
12 ATTORNEY SMITH: Object to form.
13 A. I'm sorry, Doctor. I didn't hear you.
14 A. Yes.
l5 O. Thank you.
16 Do you happen to have the DSM-IV?
17 ATTORNEY SMITH: Object to form.
18 A. I have one. I don't have it in front
19 of me.
20 O. Okay. I could not find it online. So
21 I literally have a book (indicating).
22 A. Yes. Go on.
23 O. So lwill make copies of pages for
24 everyone and make -- l apologize. I literally

even meet criteria of GID in child
And then when you look at

majority desisting, it's of p a

childhood diagnosis. But it 'ta
diagnosis of either gender or er
incongruence, neither of AS

roughtdiagnoses at the
into the study.
o.G ln not exist as a

diag 7,

RNEY ject to form
A.

used
an lC

der incon ce had started being
1 7 becau was already proposed as

particula
2012. And so the -
ns who were -- and

those kind of behind the World Health
Organization and ICD-11 had started using
gender incongruence as to term by then. But it
was not a DSM diagnosis for which the children
were -- you know, screened to being in these
longitudinal studies.

ence
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Page 78
just have an actual book of the DSM-IV.
Doctor, I'm going to read from page 532 under
gender identity disorder.

ATTORNEY SMITH: Caleb, I'm sorry to
interrupt you. Because Dr. Karasic
doesn't have a copy of the DSM-IV in front
of him, and because you're reading
excerpts from what is the DSM-IV -- why
don't we try this. Dr. Karasic, I heard
you say - but if you do not have this
with you, it's okay. Do you have the
DSM-IV?

THE WITNESS: I should have it in my
library. But I'm not kind of confident
about getting up and leaving you all and
finding it. Because I don't use -- |

use - the DSM-S I have within reach. But
I haven't used the DSM-IV in quite some
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Page 80
gender identity disorder, diagnostic features.
lwill read this first sentence. And then
we'll have to finagle a little bit so we can
read the second sentence in total. But the
first sentence says, There are two components
of gender identity dis , both of which must
be present to make the ts,

First, did I read that ?
A. Yes.

O. Okay. Let's o
There mu evt and
pers cation which is
the des to ce that one
is, of nA.

Did I at
A.Y
a. criterion Al

the DSM-5?
time.

ATTORNEY SMITH: Completely
understand.

Caleb, can we go off the record?
MR. DAVID: Sure.
VIDEOGRAPHER: Going off the

RN ITH: Object to form.
es. lt is different.

n explain why that's different or
ifferent?
RNEY SMITH: Object to form.

I'm sorry. Can you just
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al 1410 pause for a second? That way I can råiå' 
tt

(Break in proceedi sure I lodge my objections.
THE WITNESS: Sorry.
ATTORNEY SMITH: No problem
So object to form.

VIDEOGRAPHER: Back
1421.

BY MR. DAVID:

3
4
5

6
7
8
I
l0
11

12

13

14

O. Doctor, before we we A. So it says there must be evidence of.
Not that there must be. And so when you
look -- if you go down to the criteria, you can
see that the evidence is for criterion of
cross-sex behavior, in addition to the one of
identity. And so you see that A criterion.
And you see the four - I mean, the five of the
following. But they only require four of the
five.

And so the change that happened with
DSM-5 -- and it was in recognition that in
these studies they were bringing in a lot of
children who did not have transgender identity.
So for gender dysphoria, in DSM-S, they started
requiring this A1 criterion of a desire or
insistence that one is the other sex, as
opposed to just the behavior.

And so when you look at the studies,
this comes out of research that happened -- the

we were talking about t
the DSM-IV and DSM-5 ts, have --
and I'm about to share I have made
a copy ofthe DSM r of the
book, and then gender identity
d¡ ud disorder

record
is 5321o

We'll
of the

as Exhibit 4 to | '15

16position

URT R: I'm sorry. I 17

1B

19

20
21

think Right?
MR. DAVID: Oh, I'm sorry.

Exhibit 5. I'm getting confused between
the DSM numbers and exhibit numbers.

(Exhibit 5 was marked.)

O. So looking at what has been marked as
Exhibit 5 to your deposition : this is under

22
23
24

on
ender
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Page 82'l Feminine Boy Study at UCLA which was back in
2 the 1970s, early '80s - the studies from
3 Dr. Zuker's center in Toronto, and the studies
4 in Amsterdam. Those were the places where they
5 did these longitudinal studies.
6 And in the first study that may well be
7 much of this 85 percent, Dr. Richard Green at

B UCLA -- I was actually at UCLA training in

9 residency at the time. The people accepted
10 into that study - it actually preceded this
11 diagnosis. And so they were brought in because
12 their parents were bothered by the feminity in

13 their boys. And they followed these feminine
14 boys for a long period of time - until they
15 became adults. And pretty much all of them
'1 6 were cisgender, and most of them were gay or
17 bisexual men.
18 The study originated as a longitudinal
19 study of the development of transsexuality
20 But the book on the study ended up being
21 titled, The Sissy Boy Syndrome and the
22 Development of Homosexuality. Because
23 realized they had actually selected feminin
24 boys who would be cisgender - primarily

Page 84
1 Q. And the other difference between the
2 DSM-IV and the DSM-S is that in the DSM-S, that
3 A1 criterion has to exist for the diagnosis; is
4 that correct?
5 ATTORNEY SMITH: Object to form.
6 A. Yes.
7 Q. Okay. So if I'm ding you
8 correctly, in studies that or to
9 2013 or were studyi
10 diagnosed prior to

were
ls

11 could haveþd
12 received a Étilg

5, and
dentity

13 diso nce that
14 they are

to form
164 at'

17 0. s understanding
18 ,th duals who were diagnosed
t9 DSM criteria A2 through 5

20 exhibiting behaviors that were
cross-sex, but they themselves

a transgender identity?
NEY SMITH: Object to form

is correct.

154

th had

83
1cisgender, primarily gay or bisexual

had those identities as adults.

You look at the other studies
that time - kind of on the basis of
Green's work, there were these di

DSM, but they were all not req

identity piece. And there
that that was a problem, so

DSM-5.

O. Okay. So
now, which is p 5, there's

identitythe diag
diso s verston
says, ly to be or
tns that he is the other sex.

correctly?did I read
A
o.o DSM-S, that is

updated; it's not using the word sex, it's
using the word gender and is also acknowledging
that there are individuals who were nonbinary,
correct?

ATTORNEY SMITH: Object to form.

A. Correct.

Page 85
Do you believe that that group of

ndividuals who were diagnosed under DSM-lV,
3 gender identity disorder, with criteria A2
4 through 5 account for the 85 percent desistence
5 rate that was noted in the Endocrine Society
6 Guidelines?
7 ATTORNEY SMITH: Object to form.
I A. So I would note that the - not the
9 existence of the desistence, but that the
10 percentages have changed with time. And so the
11 only subjects of these studies that I have
12 interviewed myself were from the UCLA Feminine
13 Boy Study, and - which really kind of
14 established a lot of these conceptions.
15 And both of the subjects in that study
16 that I interviewed had strong feminine
17 behaviors that in the early -- late 1960s,
1B early 1970s were of concern to their parents,

19 but did not have transgender identity. And
20 both of them as adults identified as gay men.

21 But they did not identify as transgender, you

22 know, at any point in between.
23 And so the 85 percent -- I'm not
24 asserting that there's no desistence between

I
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Page 86
puberty -- between - before puberty --
prepubertal children and adolescents -- puberty
adolescents, that no desistence happens during
that time. But I believe that the 85 percent
is a quite high percentage. And I think it's
weighed on these older studies where --
especially feminine behavior in boys was highly
frowned upon. And parents would take their
kids -- it wasn't just that it was frowned upon
for gender identity, but also homosexuality -
potential homosexuality. And concerned parents
would take their child to the doctor because
they didn't behave in the way that their male
peers behaved.

O. I'll go ahead and stop sharing right
now.

Do you discount studies that were done
on children in adolescence priorto 2013
because of the difference in the diagnostic
criteria?

ATTORNEY SMITH: Object to form.
A. So I would say when I have reviewed the

particular studies, that they did use earlie
criteria. And often there's a notation that a
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1B

19
20

Page 88
mention that not everyone in the study met the
criteria - the DSM-5 criteria.

The other thing is, you can look in
studies * particularly this was noted in the
Dutch studies -- that there were differences in

the gender non , and that those
GID ofyouth with stronger

childhood were more likely than
those with weaker

So I think that re
you know, ether -- we
don't
beca

m criteria
But we know that

there's sically in terms
of the ve and the

th s. And not all of
that studies.

R. go off the record
a

ER: Going off the record

(Pause in proceedings.)
ER: We're back on a|1439

DAVID: Martha and Jim, untilwe

Page 89
1

2

3

4
5

6

7

B

I
10

11

12

13

14

15

16
17

18

19

20

21

22

23
24

significant share of the children in ay it's no longer confidential, we're
did not even meet criteria for G going to ma rk at this point -- this
childhood, but we're still in the 3 portion of the transcript and the video as

So they were following non 4
5
6
7
B

9
10
11

12
13
14
15

confidential pursuant to the protective
order. ls everyone in agreement with
that?

ATTORNEY SMITH: Agree. And just to
add on to that, I would like to mark --
provisionally mark the exhibits
confidential too.

MR. DAVID: I'm perfectly fine --
especially Exhibit I because that does
have the interviews of the plaintiffs in

it.
THE COURT REPORTER: Would you like

me to just mark the whole transcript as
confidential? And that way --

ATTORNEY SMITH: Yeah.
THE COURT REPORTER: Sometimes it

makes it easier for everybody.
ATTORNEY SMITH: Yeah. That would

probably be beneficial.
THE COURT REPORTER: Okay.
MR. DAVID: l'm agreeable to that.

youth in a longitudinalway.
youth that had been brought

And ey

clinic - into their clinic or
And so - I think whe

if you use an 85 perce don't
think the number is
my assertion

AUSE

BY MR
o,

rate
high

sop the 85 percent
you say " you believe is too
there othe of studies that i 16

use -lv d is of gender identity 17
1B

19
20
21

22
23
24

disorde lead you to discount those
when applying them to today's cohort of
individuals who are being diagnosed under the
DSM-5?

ATTORNEY SMITH: Object to form.
A. So, you know, there was the other issue

that I referred to that the studies often

roceed

wo
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lage 90
ATTORNEY SMITH: And we'lljust

follow up with additional designations
after we receive the transcript.

BY MR. DAVID:
a. Doctor, do you have Exhibit 1 of your

expert disclosure report in front of you?
A. Yes.
A. So if you'llturn to page 15. lt

begins your interviews of plaintiffs. And
we're going to talk about Christopher Fain and
Shauntae Anderson. We'll start with Mr. Fain
because he is the first one chronologically in
your report.

My understanding from this is that
you -- it's described as an interview. You
conducted an interview of Mr. Fain via Zoom on
December 19th,2021; is that correct?
A. Yes.
O. And when you began this interview, what

did you tell Mr. Fain was the purpose of the
intervlew?

ATTORNEY SMITH: Object to form.

A. So I told him that I was not providing

clinical care, so this was not an evaluation to

ATTORNEY SMITH: And, Caleb, just
before we proceed, I to clarify
that we provided to Dr all
medical records produced ants
which are all the me
gathered from

1 ì..
Page 92

w Mr. Fain's
your

Objection to form

ooking at paragraph 50 on
1, it says, Mr. Fain states

2

3:
4
5
6
7

B

I
10

11

12

13

14
l5
16

17

18
19

20

IS CArelevant tgxQ
MR. DAYI

O. Dí
provide
interv

A
A.

Í

Exhi

, desperately needed, end
for many years, but hadn't

to get surgery due to an exclusion in
coverage. He states he has been

a binder since age 12

91
11 send to his providers to support a

2 intervention. But that I was an
3 case, and this was an interview
4 information for my work.

Page 93

15 partícularly childhood. And lwanted to ask
l6 you about paragraph 62 on page 17. And the
17 fírst sentence says, Mr. Fain started
l8 testosterone March 2019.
19 Did I read that correctly?
20 A. Yes. That was from -- when he told me
21 he started testosterone.
22 O. Do you know if Medícaid provided
23 coverage for his testosterone?
24 ATTORNEY SMITH: Object to form.

Did I read that correctly?
Yes.A

5 Q. And prior to you
6 reviewed any medical

r intervi

3 Q. Did Mr. Fain express to you that he has
4 requested from Medicaid that he receive a
5 surgery?
6 ATTORNEY SMITH: Object to form.
7 A. I don't recallwhere exactly things
B stood with the process. I know that he got a
9 letter for surgery. So he was attempting to
10 access surgery. But I don't know whether -
11 you know, what -- all of the kind of
12 administrative things that happened in that
'13 regard.
14 O. You go through Mr. Fain's hístory,

7 A. Yes. I had reviewed
B records that were sent by
9 office staff

10
11

12

13

14

15

16

17

1B
'19

20
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24

a
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A. I don't recall what he said now in 
Pase e4

terms of that.
O. And the next paragraph, paragraph 63

says, Mr. Fain states being on hormones has

been affirming with a reduction in gender
dysphoria.

Did I read that correctlY?
A. Yes.
O. So he actually expressed to you that

the hormone therapy was relieving his symptoms
of gender dysphoria?

ATTORNEY SMITH: Object to form.

A. Yes. lt was providing partial relief.

O. Paragraph 64 says, Mr. Fain states he

had an evaluation for chest surgery around
June 2021, but he can't afford to PaY
out-of-pocket and inst¡rance won't cover the
surgery.

Did I read that correctlY?
A. Yes.

O. Did you have a conversatlon wlth
Mr. Fain about application to Medicaid for
coverage for the surgery?

ATTORNEY SMITH; Object to form. \ /-^
,É4 ,,

Confidential
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on who I

ATTORNEY SMIT
A. I don't recall what

and what wasn't from our

to form
covered

vb

Page 97

3

4
5
6

7

B

I
'10

11

12

13
14
15
16
17

1B

19

20
21

22
23
24

2
a
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o

I
10

had procedurally of the steps he

try to get Medicaid to pay for the

O. Can I ask you th
different respo

r get

vbv
11 ask.
12 A. lt's actua
13d
14 yes
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Page 98

Q. We talked about this a little bit at
the very beginning of your deposition. ln your
report, you had a -- there's a difference
between lower case gender dysphoria and
capitalized gender dysphoria. ls çapita|ized
gender dysphoria a mental illness?

ATTORNEY SMITH: Object to form.

A. So capitalized gender dysphoria is in
the list of mental disorders of DSM-S.

Page 100
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Page 101
ATTORNEY SMITH: Object to form.

A. Yes.
3 Q. Are you aware of any physical pain that
4 Mr. Fain is experiencing as a result of gender
5 dysphoria?
6 A. So I don't recall if he describes any
7 of the discomfort with his breasts as physical
B pain. But I think -- believe the physical pain
9 that I referred to is -- in the report is back
10 pain. But there are certainly some trans
11 people who express or describe the discomfort
12 with their breasts as being physically painful.

13 O. And paragraphT2, the first sentence
14 says, Mr. Fain has a good understanding of the
15 risks and benefits of surgery and capacity for
16 informed consent.
17 Did I read that sentence correctly?
18 A. Yes.
19 O. Did you ask him what the risks and
20 benefits of surgery are?
21 ATTORNEY SMITH: Object to form.
22 A. Yes.
23 O. And he was able to respond to you and
24 explain what those risks and benefits of

Elit.e Court. Reporti.g, LLC
DR. DAN KARASTC, 04 / L5 / 2022
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Page 102
1 surgery were?
2 ATTORNEY SMITH: Object to form.
3 A. Yes. Sufficiently that I felt he had
4 the capacity to give informed consent.
5 Q. This may be self-explanatory from your
6 reports. But generally when you're talking
7 about informed consent -- we hear everyone say
8 that you have to discuss the risks, benefits
9 and alternatives.
10 A. Yes.
11 O. Are there alternatives in this
12 situation?
13 ATTORNEY SMITH: Object to form.
14 A. So I am pretty confident that there is
'15 not an alternative treatment in this situation.
16 Because Mr. Fain has had discomfort with his
17 breasts for a long time. And, you know, any
1B kind of - there's no treatment that has helped
19 for that. So I don't think that there's an
20 alternative that will make him comfortable with
21 having breasts.
22 O. For patients other than Mr. Fain -
23 just a general patient, can there be
24 alternatives to surgical therapy?
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20

A. Yes. I think by definition th"y huuJ'nu 
ton

already had an extended period of time of
living with the dysphoria and trying to cope
with it or minimize it in whatever ways they
can. And the gender dysphoria has persisted to
where they say I need

O. I have seen -- 't know
lines.where -- but in some of th

There's a lot of lite
around in this cas

thrown

guideli
person

nes s such as a
der identity

for six
treatm

ls
be

I or surgical
things like that.

that you expect
a pati a transgender
ide ng those types of
m lor therapies?

ORNE MITH: Object to form
ndards of Care 7, there are
ments for gender -- for genital

that is one year on cross-sex
unless there is some contraindication
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ATTORNEY SMITH: Object
A. So it really does depend on

Page l" 05
For breast surgery for trans men, there

not a hormone requirement. But just the
and intensity and persistence of 3 diagnosis - getting a diagnosis of gender

4 dysphoria includes having those symptoms for at
5 least six months. So it isn't that somebody
6 would say, you know, over the weekend I

7 realized I needed chest surgery.
I Q. Okay. So -- and maybe that is where I

9 saw it. ls it in the DSM-S that there's a

10 requirement to meet the diagnostic criteria
11 that they have to have been experiencing this
12 for at least six months? ls that where that
13 is?
14 A. Yes.
15 ATTORNEY SMITH: Object to form.
l6 O. And is that six-month time frame
17 adopted by WPATH?
18 ATTORNEY SMITH: Object to form.
19 A. So WPATH in Standards of Care 7 did not
20 make reference to the DSM because the DSM was
21 in the middle of transition between versions,
22 between DSM-IV and DSM-5. So the DSM-S ended
23 up coming out in 2013. Standards of Care 7 was
24 announced in2011, and then published in2012.

dysphoria. And so there might be
there's not a specific treatment for the
for whom surgery is indicated
this persistent -- let's say so
persistent gender having
their - having breasts. Y the time
the recommendation
already tried bindin binding
hasn't horia.

ln s, n things
that
duri

ave used having breasts
time -- between, you

know, of gen horia and when they
have Th have not
add dysphoria.

O. Again, if I'm understanding correctly,
if a patient is at the point where you believe
that surgical treatment is recommended, then by
definition that patient has already gone
through the alternatives?

ATTORNEY SMITH: Object to form.

for th
llv,
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And so there was this overlap when StandarJJ3i 
tou

Care 7 was being written that we didn't know

the criteria. And so there's not a requirement
for a gender dysphoria diagnosis for that
reason.

Q. Okay.
A. The diagnosis didn't exist yet. And we

knew that the GID DSM-IV criteria were going to
change, so it didn't make sense to reference
those.

O. Because the diagnosis did not exist at
the time that the Standards of Gare 7 were
adopted by WPATH or were published by WPATH,
was there some sort of an update to Standards
of Care 7 after the DSM-S was published in

1
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A. Yes. l'm familiar with the process ,noun" 
tot

get to gender incongruence by the World Health
Organization for lCD. But the United States,
in terms of ICD adoption, is way behind the
rest of the world. So we only -- we were using
ICD-9 which was -- you know, was
created around '1975 ,up st a few years
ago. And then we moved to 0 while they
were already working

So just our icare
and Med
new ado

ry slow in
ave their own

tcD c -- it's the
tcD-10- version of the
ICD 't know whether

2013?
ATTORNEY SMITH: Object to form.

A. So there wasn't -- there has not been

an update -- and there's not an update until

Standards of Care 8. But the criteria were
written I think that -- you know, it's
certainly easy to apply it to the gender

dysphoria diagnosis. And even though the

diagnoses hadn't been published, we were

I'll still n ICD-1'1 is
the ICD-11 is adoptedado

tn nite
sounds like it might not

ctical purposes in the United
e soon. But under ICD-11, for

congruence -- if l'm understanding
íc code correctly, there is no
of clinically significant distress

Page 109
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because WPATH was in commu be diagnosed with gender incongruence; is

APA. I'm involved with the APA right?
ATTORNEY SMITH: Object to form.were aware of, you know, the 3

4

5
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I
I
10

11

12
'13

14
'15

16

17

18

going on and that, you know, the be A. That's correct.
O. Do you recommend medical or surgical

therapy for individuals who have been diagnosed
with gender incongruence, but not gender
dysphoria?

ATTORNEY SMITH: Object to form.
A. So gender incongruence is not in use in

the United States. So I don't have any
patients diagnosed. I suppose if somebody came
from the Netherlands and had a gender
incongruence diagnosis, then it might be

appropriate. But that situation has not

occurred yet.

a. Let me see if I can find where in your
report that the - if you can, flip back to
page 6 of your original report. Paragraph 23

has the diagnostic criteria under the DSM-5.

And if I'm understanding this correctly, the A1

criterion, which is required under DSM-S for a

diagnosis of gender dysphoria, it says, A
marked incongruence between one's

diagnosis and - but that's why id

to a specific diagnosis or
ln practicality, for ins

coverage, you need to nosrs
of gender dysphoria. h it's not
listed as a WPATH nited
States at least, ve that
gender know, for

ent or eventhings
tn -- put down for
ret e medical visits.

o.
the d

ards of Care 8, at least
have seen, there is

some d the new -- l don't know
that it's new anymore. But the ICD-11 code for r 19

gender incongruence (phonetic) or ',20

incongruence - I say it incorrectly, I think.
But are you familiar with the ICD-11 code for
gender incongruence?

ATTORNEY SMITH: Object to form.

21
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24

need

on
ATH

for
for
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Page l-l-0
1 experience/expressed gender and primary or
2 secondary sex characteristics; is that correct?
3 A. Yes.
4 Q. Okay. ls it your understanding that
5 the ICD-11 gender incongruence diagnosis is
6 essentially criterion A1 of the gender
7 dysphoria diagnosis?
8 ATTORNEY SMITH: Object to form.
9 A. My recollection -- remember, I don't
10 use gender incongruence from ICD-1 1 . But that
11 A1 -- it includes the A1 criterion, and I

12 believe a six-month duration criterion as well.
13 But it's only something that I've looked at
14 when there's been discussions or debates in

15 terms of proceeding towards ICD-1 1 .

16 a. And following the diagnostic criteria
17 which requires -- for DSM-S, which requires at
18 least two from Section A -- one of them has to
19 be 41. And then if you flip the page, you have
20 criterion B, which is, the condition is
21 associated with clinically significant distress
22 or impairment, social, occupational or other
23 important areas of functioning \24 So first, did I read criterion B >ì

1

2
3
4
5
6
7

I
9

he meets DsM-5 criteria for gender ovåäIori".
A. I'm sorry. Can you tell me where that

is again?
O. I'm sorry. Page 18 of the initial

report.
A. Page 18 of the

what number?
port. And

A. Seventy-three.
A. Seventy-three e

10 0.
11 A.
12 when
13 0.
14 A.

Well, that's i

at's out

t'
t fonts, and

1 5
6
7
B

9

so
1 o raph 73 still start
1 with a r-old man?
1 eah the content is the
1 sa the number could be different.
20 nted a different font is my

, 73 starts with Mr. Fain is a
man
ct. I'll go ahead and read that.
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correctly?
A. Yes.
O. When you are treating

Page 113
Mr. Fain is a 46-year-old man with a

gnosis of gender dysphoria. lt is my

gender dysphoria, you would me
3 professional opinion that he meets DSM-S

4 criteria for gender dysphoria. He also meets
5 WPATH Standards of Care 7 criteria for chest
6 surgery. Chest surgery is medically-necessary
7 treatment for his gender dysphoria.
I First, did I read that correctly?
9 A. Yes.
10 a. Second, you made a diagnosis on
11 December l9th of 2021; is that correct?
12 ATTORNEY SMITH: Object to form.
13 A. Well, I'll also note that he already
14 had a diagnosis made by his psychologist who
15 had written a letter previously. So I

'16 wasn't -- and he had a diagnosis from I think
17 medical providers as well.
18 So there's both - my opinion that he

19 has that diagnosis, plus there is the fact that
20 he has had this diagnosis -- he's carried this
21 diagnosis made by other providers.
22 O. And I think that you're understanding
23 where I'm going with this. Are you able to
24 make a diagnosis of a patient based off of one

them any medical or su
criterion B, correct?

ATTORNEY SMITH
A. Well, again, it's not

rg icalth era ut

to

recommendation.
wanting surgery --

It's

n them
that they are - that for
surgery, and ey 's

anythi ca ender
dys

with that I would -- for me
to
do
SO

gender d diagnosis, which I

wh lwrite , let's say for
me , they need to meet

that criterion as part of the criteria for
meeting gender dysphoria.

O. lwant to flip back to page 18. ln
paragraph 73, it says, Mr. Fain is a
46-year-old man with a diagnosis of gender
dysphoria. lt is my professional opinion that

feel th
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telehealth visit? I know that's not *rlåilñ¡åt-
was. But essentially from one remote
interview, are you able to make a diagnosis?

ATTORNEY SMITH: Object to form.
A. First of all, on the remote versus not

remote -- certainly we've learned we can do
depositions remotely. Starting in March of
2020, we found that we could do these -- we can
provide mental health care remotely as well.

So essentially none of my work before
March of 2020 was remote. And 100 percent of
it has been -- for all of my clinical work has
been remote since March of 2020. And we
found -- and I think colleagues have found this
as well -- it works pretty well. And, you
know, many of us are considering, if the
pandemic ever ends, just continuing remotely
because we're quite able to do our work
remotely with the technological tools that have
been developed. So that was pad one.

I did spend two hours with each of the
plaintiffs. And there are circumstances in

which people might need longer. But I d
think that that was the case with either of th

plaintiffs, that each of them had
well-documented gender a
providers. They had been I

that was congruent to them and
hormones already.

And in each case, the
whether a particular
be a necessary next

might
I bel

work can be done for in a two-hour
telehealth visit.

ATTORNEY , before we
r some timep

now Dr. Karasic

Page l-1"6

MR. DAVID: Twenty sounds good.
VIDEOGRAPHER: We are going off the

record al 1521.
(Break in proceedings.)

VIDEOGRAPHER: We are back on the
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record at 1544
BY MR. DAVID:

O. Doctor, before we
discussing Mr. Fain
regarding his med

we were
opinions

lon like to take?
A ITH: Let's go for at

least 15 minutes.
MR. DAVID: Absolutely.
THE WITNESS: Since I have to prepare

something for lunch, why don't we do --
let's do 20.

ATTORNEY SMITH: Okay.

were looking
, which is your

original
at you

were -- t ere you say that
he's a a diagnosis of

partially based on the
Mr. ad a prior diagnosis of

from his treating physician;

SMITH: Object to form

, from - also from his
ist.

you also found that he meets the

Page 1L7
criteria for gender dysphoria, and that

a determination that was made by you from
your interview; is that right?

ATTORNEY SMITH: Object to form.
A. That's correct.
O. Okay. And you state he also meets

WPATH Standards of Care 7 criteria for chest
surgery; is that correct?

A. That's correct.

O. Without prolonging this and going into
each individual bullet point, can you give an
overview of what the Standards of Care 7
criteria are for chest surgery?

ATTORNEY SMITH: Object to form.
A. Sure. So it's that the person has a

persistent gender dysphoria that would benefit
from that particular treatment, that they -
for the criteria for adults, at age majority,
they can understand the risks and benefits of
care. And if there's not a -- if there's not a
mental illness that would interfere with
ability to give informed consent or participate

in care which is described as mental health
being well controlled.

for his gen/€r
at the paralrà

mt hitting
o take a b

DAVID:

S

n. Would it be

Absolutely. How

S

p
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I
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20
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22

23

24 \

A. Yes. 
Page 120

O. And why specifically is chest surgery
as opposed to any other surgery a

medically-necessary treatment for Mr. Fain's
gender dysphoria?

I
2
3
4
5
6

7

B

I
10

11

12

13

14

15

16
17

18

19

20

ATTORNEY SM bject to form
A. So I'm not excl could at

some point present to a p other
symptoms of gender ed to be
treated. But it's n has
had longsta that relates

has
This

to the
caused
impairs er life. And so
I think
that th

pretty clear
rng rmparnng

d to
n your interview and your

Mr. 's medical records, are there
of his body other than his

causing him clinically
distress?
NEY SMITH: Object to form

I recall that he did briefly talk

1

2

J

4
5

6

7

I
9

10

11

12

13

14

l5
16

17

1B

19

20

21

22

23
24

n^({,,, Page 121

he had
his

out other aspects of his body that
istress over, but the realfocus was

O. Okay. And then th "nt")ù

3

4
5
6

7

B

9
10
11

12
13
14

15

16
17
1B

19

20
21

22
23
24

breasts. So I wouldn't say -- as I had said
previously, I wouldn't exclude that at some
time that he might, you know, have some other
distress. Certainly, he has had distress that
being on testosterone has helped with. At this
point when interviewed, the focus of his
distress was his breasts.paragraph 73 is chest

medically-necessa gender
dysphoria

Did I

A.T ATTORNEY SMITH: Object to form.
A. What I would expect is that he would

have quite significant relief from the
dysphoria from his chest. That appears to be,
you know, true for the oven¡vhelming number of
trans men who have chest surgery.

o.
medi

does it it is

RNEY SMI Object to form

A. icall ry treatment is

treatment care provider would

recommend in accordance with generally-accepted

medical practice or guidelines.

O. ln the case of Mr. Fain, chest surgery
is a treatment that you would recommend in

accordance with generally-accepted guidelines?
ATTORNEY SMITH: Object to form.
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Page !22
1

2

3

4
5

6
7

I
I
l0
11

12

13

14
15

16

17

1B

19

20
21

22 O. So we talked a little bit earlier about
23 the presentation of the distress. And V{sqiA
24 for some people they actually do descri¡"\"\]

,/' 
-

aware of that examined or evaluated *nJ,fiX? 
t'n

individual patients experienced relief of
dissociation following gender-af.firming
surgeries?

ATTORNEY SMITH: Object to form.

1

2

3

4
5

6

7

I
I

10
11

12

13
't4
l5
l6
17

18

19

20

A. I can't recall a attempted
to use some measureme and,
you know, a change in people d received
surgery or not received

O. l'm going to
abo

A.

a.
original

h 75 of your
as Exhibit l. So

Shauntae d transgender
woman rvt m on December l7th,
2021 rre

es.

I bel you said earlier, the
Ms. Anderson was also two hours

to flip to paragraph 81. I will
first sentence. In 2019, she was

1

2

3

4
5
6

7

B

I
10

11

12
'13

14

15

16

17

1B

19

20
21

22
23
24

experiencing physical pain. So
Page 125

cribed feminizing hormones while in federal
about Mr. Fain's presentation and has been on hormones evers¡nce
did he describe -- does he ex 3 First, d¡d I read that correctly?

4 A. Yes.
5 Q. Did Ms. Anderson tellyou that she is
6 on hormones today?
7 ATTORNEY SMITH: Object to form.
B Q. As of December 2021?
I ATTORNEY SMITH: Object to form.
10 A. Yes. That was -- yes. That was -- my

11 recollection is that she had said that she had

12 continued on hormones.
13 O. Do you know one way or the other
l4 whether Medicaid provides coverage for those
l5 hormones?
16 ATTORNEY SMITH: Object to form.
17 A. So even though I had looked at some
1B Medicare listings of exclusions for hormones,
19 my understanding is that she was getting them.
20 O. Paragraph 82 says, Ms. Anderson reports
21 great benefits from treatment with hormones.
22 She has had softened skin, reduced body hair
23 and breast growth. She feels more feminine.
24 She states she feels better about herself. She

pain? ls it a depressive effect? it
that he is experiencing?

ATTORNEY SMITH:
asked and answered.
A. So he said that he

just the sensation of scomfort
that is so intense
dissociated or So he does
expe nence kn ical as well

AS SE are very
his breastsunco

o.
ble that

n you exp what dissociation is?
RNEY S Object to form.

- particularly
n is a separation

A. is wh
in this ca

essentially of mind from body where people are

attempting to escape pain by trying to kind of
separate themselves from the sensations of
their body. And I believe that's what Mr. Fain

was referring to.

O. Have there been studies that you're

kind of
en
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Page L26
experiences less gender dysphoria as she feels
her body is more in line with identity.

Did I read that correctly?
A. Yes.
O. ls there a point where hormones have

essentially reached their maximum medical
effect on a patient?

ATTORNEY SMITH: Object to form.
A. Hormones in a transgender woman prior

to oophorectomy are absolutely needed along

with often androgen-suppressing drugs in order
to prevent a return of masculinization.
Postoperatively, after oophorectomy, often

transgender women need less hormones.
Although, they often stay on them for bone
health, for example, and - but certainly
while - before oophorectomy, people do need to
remain on them, or else they will masculinize
again.

O. And Ms. Anderson had reported these
benefits, softened skin, reduced body hair,
breast growth. lf she stopped taking the
feminizing hormones, would those be
of walk backwards? Would they be

1

2

3

4

5

6

7

I
9

l0
11

12

13

14

15

16

17

18

19

20
21

22

23
24

time?
ATTORNEY SMITH: Object

A. So there's the degree of
that would be permanent. But the n

and the reduced body hair, fat distri
well, would reverse over time

O. And if Ms. Anderson NS

feminizing hormones for year,
sâY' will that - will those
progressively enha d what
l'm asking?

ATTORNEY S form.
A.

femin
be

with time often people

do a - kind of after 12 lo 18

being on iol and

SI for example, for
breast g , the doctors who have

expertise in this can make an assessment of,

you know, where they're going in terms of
continuing breast growth. So there is

continued feminization up to a point. And then
people tend to be more stable.

O. Okay. So afler 12 to 18 months,

Page 129
1

O. Paragraph 87, I'll go ahead and read
3

4
5

6
7

I
I
10

11

12

13

14

15

16

17

l8
'19

20
21

22
23
24

it. Ms. Anderson also seeks breast
augmentation. She feels that she has had
breast growth, but that her breasts don't have
a female configuration. She wants surgery to
have female-shaped breasts. She states her
breasts don't fit in most bras. She doesn't
like to look at her breasts in the shower or
when her bra is off. She states this affects
her mental health and feels distress that her
body doesn't reflect her gender.

Did I read that correctly?
A. Yes.
O. So in the case of Ms. Anderson, she has

had some breast growth, but the growth has not
been I guess traditionally female-shaped
breasts; is that correct?

ATTORNEY SMITH; Object to form.
A. Yes. Yes. That's how she describes

it.

A. So in the instance of Ms. Anderson --
and I believe she is seeking a top surgery,
correct?

Conf idential-

1

2
3
4
5
6
7
8
9
10

11

12
13
14
15
16
17
18
19
20

to increase with age.
categorical judgment.

continuing for another three years ¡""iiå¡riåt
to increase Ms. Anderson's breast growth?

ATTORNEY SMITH: Object to form.
A. So -- well, people's breast síze can

change with weight. And people's weight tends

and primary care
breast growth, you
a limit and glqws

El-ite Court Reportitg, LLC
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hard to make a
relying on

the -- you know, people like surgeons
at
of reach

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 34 of 349 PageID #: 4083



Confidential

EliLe Court. Report.irg, LLC
DR. DAN KARASTC, 04/1-s/2022

Page 130
1 ATTORNEY SMITH: Object to form.
2 A. Yes. She is -- breast augmentation,
3 yes.

4 Q. For her, it's not that she doesn't have
5 breasts and needs - and would like to have
6 breasts? lt's that she has issues and has
7 distress as a result of the shape of her
8 breasts? Am I understanding that correctly?
I ATTORNEY SMITH: Object to form.
10 A. Yes. This is very common that people
11 on treatment with estrogen have breast
12 enlargement, but the - kind of the shape of
13 the breasts remain more of the shape of male
14 breasts. And so, for example, in the program
15 for gender-affirming care in the Department of
16 Public Health, they refer to it as feminizing
17 mammaplasty as opposed to breast augmentation
18 because it's not just altering the size of the

19 breast but making them look more female.
20 Q. The next paragraph says, At some future
21 time she might pursue body contouring. She
22 states that a more female appearance means more
23 people would perceive her as a female in \
24 public. She feels that being perceived as \\,/' -

1

2

3

4
5

6

7

8

I
10

11

12

t3
14

15

16

17

18

19

20

Page 132
feminizing mammaplasty, have there been studies
done to analyze or evaluate the long-term
effects on depression, anxiety, distress, for
feminizing mammaplasty?

ATTORNEY SMITH: Object to form.
A. So I think that the rming

have beensurgeries have -- often

followed longitudinally, people

multiple surgeries. I'm

specific study of peo

o. contouring.
Are you a d that analyzed the
long-term n ion and anxiety,

tn underwent body
co

ITH: Object to form.
have en a couple of

body contouring, but I can't
ls of those studies.

P Page 133
1

2

3
4
5
6
7

I
I
10

11

12

13

14

15

16

17

1B
'19

20
21

22
23
24

transgender puts her in danger ut
home and wants to be able to
female for her own safety.

Did I read that correctly?
A. Yes.

3
4
5

6
7

I
I

10

1',l

'|2
13

14

15
16
17

l8
19

20
21

22
23
24

O. Did Ms. Anderson u

the body contouring so Ito
her internal sense of ge nly
to the perception of th b

ATTORNEY S

A. Both. We d of time on
body conto 't something

at this time.that M ATTORNEY SMITH: Object to form.
A. Correct.
O. Okay. Paragraph 92, Ms. Anderson

states the denial of gender-affirming care
makes her feel like less than a person. She
states this discrimination makes her feel sad
and hopeless. She states that she has a
medical issue that needs to be addressed, and I

am being treated as less than human for being
denied treatment. She feels this continues to
impact the quality of her life and subjects her
to continuing distress.

But I

ASSE

d her -- were doing an
ent for gen urgery and breast

a on. And I d her whether in the
future ere surgeries that she
might p told me body contouring
And so that's where she expressed that concern,
having a more female-shaped body would feel
safer for her. But she also said that it was
more congruent with her, you know, female
identity.

O. I forgot to ask -- in terms of the

spe
se it
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1

A.
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Did I read that correcfly? 
Pase 134

A. Yes.
O. Do you know when Ms. Anderson was

denied gender-affirming care?
ATTORNEY SMITH: Object to form.

A. No, I do not.

O. Do you know of any particular
gender-affirming care that was denied to
Ms. Anderson?

ATTORNEY SMITH: Object to form.
A. She states that she has sought to get

gender-affirming surgery, vaginoplasty and
breast augmentation, and has brought those up

with her healthcare providers and has been told
that they are -- would not be available for her
under Medicaid.

O. Are you aware of any -- you mentioned a

letter that you saw from Mr. Fain that
recommended chest surgery. Are you aware of
any letters - similar letters for
Ms. Anderson?

ATTORNEY SMITH: Object to form.
A. No, not that I recall.

O. And finally the last paragraph, 93,

Ms. Anderson is a 4S-year-old tra
P

der
with a diagnosis of gender dys
her healthcare providers. And i
that diagnosis is correct. She
SOC 7 criteria for surgery with
gender dysphoria with
is stable psychiatrically.
breast augmentation are
for her gender dysp

Did I read that
A. Yes.

a. So in , she is

ATTORNEY SMITH: object to toTñT." "n
A. Are you talking about for both

plaintiffs?
O. Yes.

ATTORNEY SMITH: Object to form.
A. So in each ca -- each plaintiff

physical
not resolved

has longstanding d uta
aspect oftheir body, and
over time. And the
for trans men and

surgery
breast

augm for S treatments
that bring

o.
you d

ent, how do
specific surgery will

2

I
2
3
4
5
6
7
B

9
10
11

12
13
14
15
16
17
1B

19
20

expe
from

A.

o.
expe

ne

ne

her chest and
nitalia,

EY SM Object to form

Mr. Fa case, he was only
from his chest, correct?

relieve
Object to form

ts n with the
t abo sources of distress. so

if -- in case of Mr. Fain, there's,
ear evidence that he has had
stress with his breasts since

least and -- wearing a binder at age
n run a thread of that distress for

ing three decades. So in that case,

Page 137
know, it seems clear from a clinical exam.

O. Are you aware of any other DSM-S

3 diagnosis that is treated surgically?
4 ATTORNEY SMITH: Object to form.

5 A. I cannot think of another DSM-S

6 diagnosis that is treated surgically.
7 Q. Okay. lf you can, flip to your expert
8 rebuttal report which has been marked as
9 Exhibit 2 to your deposition. There are a few
10 things - and I promise we're not going to go
11 through this paragraph by paragraph. But there
12 are a few things that I wanted to ask you
13 about. And the first is in paragraph 15 of
14 Exhibit 2. Are you there?
15 A. Yes. I'm there.
16 O. And I'll go ahead and read it. ln an

17 American prospective study of 104 transgender
18 and nonbinary youth, treatment with puberty
19 blockers or hormones was associated with
20 60 percent less moderate to severe depression,
21 and 73 percent less suicidal ideation over 12

22 months compared to youth not treated. And you
23 say Tordoff , et al., 2022.
24 Did I read that correctly?

ATTORNEY SMITH: Object to form.

A. I believe he has experienced other
distress, but his chest is the focus of his

distress.

O. How are determinations made as to which
24 surgeries are medically necessary?
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A. Yes. 
Page 1"38

A. So you're familiar with the Tordoff
study?
A. Yes.

O. I'm going to go ahead and pullthis up.
MR. DAVID: We'll mark the Tordoff

study as Exhibit 6.

(Exhibit 6 was marked.)
A. You see that on my screen now?
A. Yes.
O. This is titled, Mental Health Outcomes

in Transgender and Nonbinary Youths Receiving
Gender-Aff irm in g Care, correct?
A. Yes.

O. Okay.
ATTORNEY SMITH: Caleb, not to

interrupt you. But if you could make it a

little bit larger? lt's a little bit hard

to see it on at least my screen.
MR. DAVID: Absolutely. ls that

better?
ATTORNEY SMITH: Yes.

O. I want to direct your attention to - |

believe it's Table 3. Yes. Table 3 has --

Page 1-4 0

of the study as opposed to just looking at it
immediately, more and more of the people moved
from the non-treatment group to the treatment
group. And so they had to do a statistical
analysis essentially to account for that
because people were n the treated - or
untreated group in a And so the
reduction in depression and ly is
statistically accounti
were moving from to the
treated grogR

So tha<K'/ dy has,U

you stati d that is
the S S it wasn't
just two e who got

and one that didn't
get But that the

a groups were not
the 1 Because people

were young people who - some of
know, needing treatment - being

d needing treatment over those
, and so joining the other group.
there was significant dropout

139
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1
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it's titled, Temporal Trends in M
Outcomes in Multivariable M
A. Yes.

O. I'm sorry. lthink I pulled
wrong table. I'm sorry. I'm tryi
because they had a table th the ber

that, and I'm happy to address that.

O. Please do.
A. So the study was of people -- of young

people who were presenting to this clinic with
puberty blockers or -- and receiving puberty

blockers or hormones. And over lhe 12 months

Page 141
ng the course of those 12 months too,

rrect?
ATTORNEY SMITH: Object to form

A. I don't recallthe numbers, but I do
know that - I knew many people moved groups
over the course of the study. I don't recall
how many dropped out of the study completely.

O. The next paragraph ofyour rebuttal
report, paragraph 16, says, ln another United
States study, treatment with gender-affirming
hormones in transgender youth was associated
with a substantial reduction in body
dissatisfaction as well as improvement on
mental health measures.

You cite Kuper, eta1.,2020, correct?
A. Yes.
a. Are you able to explain how they

determined that there was a substantial
reduction in body dissatisfaction?

ATTORNEY SMITH: Object to form.
A. I don't remember the scale that they

used for that.
O. That's more or less my question. Do

you know how something like body

of individuals. That's th
find. I don't know why I

what l'm looking for on
even ask you about
was looking for

A. That can

o.
study you cite it

15, have
viduals?

A. I'm

was toe

me

can't
won't
that I

ordoff
port in

looked at the raw data

: Object to form.
of the criticism of

for
l5
16

17

18

19

20
21

22

23
24
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dissatisfaction is measured?
ATTORNEY SMITH: Object to form.

A. Sure. So there are scales, like the

body congruent scale. There are a number of
scales that have been developed to try to -
there's some that are general to body
dissatisfaction of all sorts. And there's some
that have been tailored to body dissatisfaction
related to gender dysphoria.

a. And is body dissatisfaction
interconnected with the distress caused by
gender dysphoria?

ATTORNEY SMITH: Object to form.

A. So it can be. And so I think the issue

is that you can have people who don't have a
lot of depression or anxiety to measure, but do

have discomfort with their bodies. And an

intervention that makes them more comfortable
with their bodies can be a therapeutic
intervention.

Q. We're going to skip way ahead to
paragraph 62. I'll go ahead and read,
Dr. Levine claims there's evidence that
psychotherapy can sometimes enable a ret

Page !42

L43
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7

I
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14
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16
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19

20

Page L44
A. So I can't say I know all aspects of

Dr. Levine's clinical practice. There was a

time where he was working with transgender
people, at least back, you know, 2O-plus years

ago. I don't know all of the work he does -
has done since then. I aware of the
work he has done with i trans people

and as an expert for various eking to
not provide transgend

So I don't if
he is doing or how
much he cisgender
people is

O' ls
Dr. Levi

p nded to claim that
herapy that is

ba lg
conversion of someone
a cisgender identity or

co ton identity?
MITH: Object to form.

was res ponding to the sentence
in one's sex assigned at

know what -- exactly what Dr
ns by that. But it sounds like he

, trying to do psychotherapy to
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gender identity that matches
birth but offers nothing but a

Page 145
somebody in identifying, again, with

r sex assigned at birth. And so I can't
reinvestment of one's sex 3

4
5

6
7

I
9
10
11

12
13

point to a study about reinvestment because l'm
not aware if there's any study or statements of
it's efficacy or lack of efficacy. Clearly
conversion therapy is something that the field
has rejected.
A. And maybe we're just interpreting this

differently. But paragraph 88 from
Dr. Levine's report, I interpret that to mean
that he has witnessed desistence of patients
that have been in his care. Do you interpret
that differently?

ATTORNEY SMITH: Object to form.
A. I don't think that Dr. Levine does much

work with children and that the persistence
desistence terminology is primarily one of
prepubertal children. So I don't know if
that's referring to detransition. I don't
know.

But typically -- you know, when these
terms were coined and where they're usually
used in scientific research -- desistence and
persistence is with prepubertal children.

Then you cite to the Levine
paragraph 88, quote, I and oth
have witnessed reinvest
biological sex in some in ual
following a period of tim quote.
were made in the past ts to
come to identify at
birth, but those to be
ineffective ha s treatment with
the g gtn s gender

ethical. ltide no long ,14

cites
Ame

A.

Coleman, 2012at 16, and
I Association,202'l

'15

16

17

1B

19
20
21

22
23
24

Psychol
ly?

O. ls there something in Dr. Levine's
report that has led you to believe that his
clinical practice is focused on trying to
dissuade individuals that they do not have a

transgender identity?
ATTORNEY SMITH: Object to form.

I and
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L47

1

Page 146 Page 1"48

I Persisting or desisting to get - later getting

2 a gender dysphoria diagnosis in adolescents and

3 adults.

4 Q. I apologize. Because I used the

5 incorrect terminology there. What I meant was,

6 he's witnessed a patient detransition. ls
7 detransition something that you have witnessed

I in adults?
9 ATTORNEY SMITH: Object to form.

10 A. Well, I would just go back to that

11 statement, though where he was - in his

12 statement he is referring to psychotherapy as

13 allowing a reinvestment, whatever that means,

14 in somebody's sex assigned at birth. And so

15 I'm not sure whether Dr. Levine in this

16 statement is only referring to the fact there

17 are some people who would had de{ransitioned.

18 Q. I apologize. Because I don't have

19 Dr. Levine's report pulled up here. But I

20 believe that he quoted from the new - I don't
21 know ifthey are the new chairperson or
22 director or something - president - something

1

2
3
4
5

6
7

I
9
10

11

12
13

14

15

16

17
18

19
20

future practice in adolescents.
I think that they may be referring to

the fact that there are a lot of things in

trans health where people have different views
And I don't think that's different from other
fields.

But where they all a IS

in supporting gender-affirmi
availability of
people. There may ut how
much to be done
or how lo u know, have
sym I of the
argume
of care.

n eveloping standards
isagree on that.

, that Laura
r Anderson also

, you stated that they opposed
ng to care unavailable. And so

ere everyone is in agreement
is necessary. lt's just a

about -- the disagreements are
23 of WPATH -- made comments about WPATH

24 excluding individuals who dissented from
how to provide the best care

paragraph 62, the citation to

P Page 149
1

2
3
4
5
6
7
B

I
10
11

12
13
14
15
16
17
1B

19
20
21

22
23
24

WPATH's major¡ty op¡n¡on leman, eta1.,2012, that's to WPATH SOC 7,

with what l'm talking a
ATTORNEY SMITH 3 A. Yes.

4 Q. Let me pullthis up. Are you able to
5 see that on your screen?
6 A. Yes.
7 MR. DAVID: We'llgo ahead and mark
I WPATH SOC -- Standards of Care 7 as

9 Exhibit 7.

also if you want to pull up Dr
rebuttal report, you can do
if you're going to refer to
A. ln this case, I'm ju

generally to -- I believe
Laura Edwards-Lee rson's
comments in the

ATTORNEY
Leeper -- 't0

11

12
l3
14

15

16

'17

18

19

20
21

22
23
24

(Exhibit 7 was marked.)

O. l'll show you where l'm at here. This
is under Psychological and Social Interventions
for Children and Adolescents. The page at the
bottom is page 16 of SOC 7. Specifically, l'm
asking if .. I'm going to highlight this. lt
says, Treatment aimed at trying to change a
person's gender identity and expression to
become more congruent with sex assigned at
birth has been attempted in the past without
success.

You have citation, or -- not you -
this has citations to Gelder and Marks 1969,
Greenson, 1964. Particularly in the long-term,
Cohen-Kettenis & Kuiper -

WE'VE

lost you nd
T E Can you

e now?
RNEY Yes

A.
least

it seems clear to me that, at
ve, that their views are

not bein You know, Laura
Edwards-Leeper is a member of the SOC B

comm¡ttee who helped write the guidelines in

SOC B for the treatment of adolescents. I

believe she was on the prepubertal child
chapter as well. So she has actually a very
strong voice in setting the -- you know, the
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1

1

2
3
4
5
6
7
I
9
10
11

12
13
14
15
16
17
1B

19
20
21
22
23
24

Pag

A. Kuiper, yeah.
a. Kuiper. Okay.

-- Pauley, 1965. Such treatment is no
longer considered ethical.

l'm not going to ask you if I read that
correctly because I butchered it.

But is this the part of SOC 7 that you
are referring to in your citation of
paragraph 62 of your report?

ATTORNEY SMITH: Object to form.
A. Yes. I believe there are two mentions

in Standards of Care 7. But, yes, And so I

was referring to that as well as much more
recent, an American Psychological Association
report on conversion therapy. I mean, there
are other references one could make,
including -- there have been a couple of
recent -- American Psychiatric Association
opposition statements as well. But this is
one -- one of their references because it is in
Standards of Care 7.

1

2
3
4
5
6
7
B

I
10

11

12
13
14
15
16

17
1B

19

20

Page l-52
engages in conversion therapy?

ATTORNEY SMITH: Object to the form;
asked and answered.
A. No. I really don't know what kind of

therapy he engages in. But there was the
suggestion I believe
psychotherapy as an

port that -- of
for the people

for whom surgery is ind 't see
that as being, you kn you know,
a reasonable altern who do
need

O. lsa h individuals
who t a -5 criteria for
gender psychotherapy
convers

N Object to form
people getA.

are transgender. Just like
psychotherapy of all

to help them manage stress or
anxiety disorders or treatment

O. Are you familiar with the literature
that is cited here in Standards of e of the reasons that I wanted to ask

ATTORNEY SMITH: Object to form. those particular 1960s references

I
2
3
4
5
6

7

I
I
10
11

12

13

14

15
16

17
18

19

20
21

22
23
24

A. I believe at some point I p
Page 153

are in there is because you had mentioned
-- prevíously that the DSM-lV was outdatedyou know, that 1960s

old - I can remember Ralph n 3 in terms of the diagnostic criteria. I assume
4 that these 1960s references are even more
5 outdated?
6 ATTORNEY SMITH: Object to form.
7 A. So there has not - there's not been
8 literature since then. There's not been a body
9 of literature to demonstrate efficacies for
10 conversion therapy. And so I presume -- I did
11 not write this part of Standards of Care 7.

12 Although, I was one of the authors of the
13 document as a whole. And I assume that they
14 really had a hard time finding kind of
15 professional literature and had to go far back.
16 But the idea -- the opposition to
17 conversion therapy, you know, I think was a
18 consensus idea in Standards of Care 7. And
19 there are more citations if you look at - if
20 you look at more modern publications.
21 O. And lwill go ahead and pull up one of
22 those articles.
23 ATTORNEY SMITH: Caleb, can we take a

24 five-minute break?

I was a child actually. He didn't e

But he did care for people I

at UCLA back in the -- you in
'60s and'70s.

So -- but what I woul there
updated references in Care B, and
that the American has
a whole --
therapy -

on conversion
verston

thera
other

o which was my

there isn't
n therapy.

of data on
use most of the

repo sU r lack of success were
like sing c cases. But there's
more robust literature about it in later
publications. You remember, this Standards of
Care 7 was released in 2011.

O. And ljust .. I think I asked you this,
and I apologize. l'm just trying to be clear
here. Are you suggesting that Dr. Levine

spe
ition
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l-55
1

1

2
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I
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20
21
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23
24

MR. DAVID: Sure. Absolutely. Letls'se 
1s4

go off the record.
ATTORNEY SMITH: Let's make that a

ten-minute break.
THE COURT REPORTER: We are off.

VIDEOGRAPHER: We went oÍf at 1652.
(Break in proceedings.)

VIDEOGRAPHER: Back on the record at
1702.

BY MR. DAVID:

O. Doctor, right before we took the break,
I was about to pull up one of those studies
that was cited in Standards of Gare 7. I will
do that now. So this was cited -- it's August
1965. lt's titled, Male Psychosexual
Inversion, Transsexualism.

ATTORNEY SMITH: Caleb, I'm sorry to
interrupt you.

Kirk, I think you're not on mute.
MR. AUVIL: I realized that. My bad.

O. Doctor, can you see that on my screen?

1

2

3
4
5

6
7

I
I

10
11

12

13
14
'15

16

17
'18

19

20

Page 1"56

faster, more economical, and most important, it
is successful, and therefore it is inhumane to
refuse help to these desperately unhappy
individuals. More than once has the surgeon's
scalpel been prompted by suicide attempts or
self-mutilation. So atment for
emotional or psych is well
accepted, and procedures prefrontal
lobotomy and e s py have
been used empiri ptoms

First,
A. Yes. ry
o. that you

would
SMI bject to form.

A.
is-

ld say is that it
of literature to the

of therapy. Not that these
nsistent with our

care today. And it may be more
more recent papers about -

A. Yes.

A. And it's titled, Male
on conversion therapy than to look at

S,

lnversion, Transsexualism, correct? DAVID: lf I didn't say it

Page 157
1

2

3

4
5

6
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I
I
10

11

12

13

14

l5
16

17

18

19

20
21

22

23

24

A. Yes.

Q. And do you recognize
those articles that was cited
Care 7?
A. I believe so.

re, we'll mark this article as
Exhibit 8

rn s 3
4
5
6
7

I
9

10

11

12

13

14

15
16

17

1B

19

20
21

(Exhibit B was marked.)
O. I know it seems like it was probably a

week ago. But at the beginning of your
deposition, we talked a little bit about the
patient population that you treat. And I don't
know that I asked you, or if I did, I forget
and I apologize. Currently are you seeing more
patients who are adolescents or adults?

ATTORNEY SMITH: Object to form.
A. So as I say, I don't -- in my private

practice, I don't really keep much in the way
of statistics. But I looked at, you know, my

schedule over a few days and just kind of - to
answer this question in a sense of my practice

now, and -- so about a third from this sample
of my practice - about a third of my patients

were people I started seeing in adolescence,
so -- were minors, or people I started seeing
as minors but have turned 18, you know,
relatively recently. About a third were people
I started seeing as adults. And those
two{hirds are trans. And about a third were

O. lf we go down to -- this
about -- I'll show you
why it's doing this. I don ¡f it
weird to you guys too

So they're talk of
surgery, and - let to where I

was -- als hotherapy
Solwi h here that
I'm hting the

point out
nts of sex

the psychological
dete
sign

behavior are more
hological ones. They

question ven to the external
anatomy when it has been demonstrated that this
is not nearly as important in determining
gender role as other factors. Why force the
patient against his will into prolonged
psychotherapy when hís chance for change is
poor? They maintain that the operation is

,22
23
24

scroll
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Page 158
1 cisgender. I see a handful of cisgender
2 adolescents. But most of the adolescents I see
3 are transgender.
4 Q. And in the last five years, have you
5 seen an increase in the number of teenagers who
6 have sought treatment for gender dysphoria?
7 ATTORNEY SMITH: Object to form.
I A. So my practice is - if I'm looking at
9 my own experience, it may not be

10 representative. I need to divide it

11 pre-retirement and post-retirement. So
12 pre-retirement,for 17 years, I was - as part

13 of my work, I was a psychiatrist at a clinic
14 that took care of transgender adolescents and

15 young adults.
16 And interestingly, that patient

17 population was predominantly assigned female at
18 birth from the start. And in terms of sheer
19 numbers -- I'm sure the number of patients at

20 that clinic grew, but not really that much

21 because - I think because other treatment
22 alternatives opened up over time. Because then
23 we had, not just the clinic I was working in, \
24 but also the Child and Adolescents Gender \ \

r/' 

-

I
2

3

4

5

6

7

I
I
10

11

12

13

14

15

16
17

18

19

20

Page 160
getting clinical care versus one in 200? So
you might look at, is that share of people who
were transgender, are they more likely to get

care now? And I think that in the past decade
there have been some changes where people might
be more likely to get that includes
the increase in insurance for care,

insurance coverage for care
availability of care and o can
provide that care.

ay
if we people,

you is ch be that more

are can

O. ldo ¡f specifically
thinki re. You mentioned
the e 0. ls that something

u got
RN ITH: Object to form

There are -- have been a

ies starting with Conron, I

2012,where they started in the

, it was published in 2012. But
was data from a few years earlier

1

2

3
4
5
6
7
B

I
10
1'l
12
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16
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Clinic. So there was another pla
Page 161

they started asking in large health surveys
youth to go.

So I didn't -- I saw I think
n the United States and elsewhere, are you

amounts of patients. And I

patient population that was

3

4
5

6
7

8
I
10

11

12

13

14

transgender, or how do you identify in terms of
your gender identity? And those questions had
not been asked before on a large population
basis.

And so since then, there have been a
number of publications where the total
piggybacked on a few large health surveys that
.5 to .6 percent of adults and around .6 to
.7 percent of adolescents or youth I think
are - will say yes to the are you transgender
question.

O. Have there been similar studies or
similar surveys done in the last few years?

ATTORNEY SMITH: Object to form.
A. So these studies -- I think in the ones

I cited may have been 2016,2017, the last
maybe round of information gathering where they
asked those questions. But I would have to
check out those papers. So in the greater
scheme of things, relatively recently.

a. I forgot earlier to ask you if you were
familiar with de Vries' 2021 study on the

assigned female at birth
understand that's not
know, other people.

the e u

O. So is it your that at
least -- and I don't de, or
at least nationw ntly there is
a nse ln um nts who are
seekin nt dysphoria?

EYS to form.
A It's my nding that there 15

t16
,17

has anl the number of
seeki

O. Do n opinion or an 18

19
20
21

22
23
24

explanation of why that is occurring?
ATTORNEY SMITH: Object to form.

A. So I think that any explanation needs
to be multifactorial. One part, which I think
is an important part -- remember how we talked
about only maybe one in a thousand trans people

that
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reliability and clinical utility of gender 
rale L62

identity-related diagnoses between DSM-lV and
DSM-5?

ATTORNEY SMITH: Object to form.
A. I don't recallthat article, and I

don't recall whether I've reviewed it.

O. Okay. I'llgo ahead and pull it up
just --

A. Okay.
O. You can see it's titled, Reliability

and Clinical Utility of gender identity-related
diagnoses, comparisons between the IGD-1 1,

ICD-10 and DSM-IV and DSM-S, correct?
A. Yes.
O. You can see this was published in 2021,

correct?
A. Yes.
O. And are you familiar with this article?
A. lt doesn't look familiar. I know

that - kind of the subject matter and the
authors. But it doesn't look familiar to me.

1

2
3
4
5

6
7

B

9

10
11

12

13
14

Page 164
examine reliability and clinical utility of
ICD-10, ICD-Í I, DSM-IV and DSM-S?

ATTORNEY SMITH: Object to form. And
also I think I heard Dr. Karasic mention
he wasn't familiar with this. So, Caleb,
if you want to give h chance to at
least look over it, that
beneficial.

be

A. Thank you
of your question

one part

o, su
A. The -- you know,

I can -- so
rcD-11
States.

a ide of the United
; '15

iro
', 17

ries is in the
Net
ado

series of studies in
to see whether it

1B

19
20

nd of ble essentially in terms of
its a inical utility to the

noses. So I don't believe -- I'm
the article

O. Okay And I'lljust read to you parts I don't believe that the purpose of
was to make a judgment on the
and clinical utility of ICD-10,

of this abstract. First, the purpose, The
World Health Organization general ass

'l
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't2
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approved the 11th revision of
Page 1,65

M-5 or DSM-IV, but rather to say that -- you

Classification of Diseases, lG
will be implemented in 2022.

2 , to -- as kind of a demonstration that the

identity-related diagnoses were
3 ICD-11 and gender incongruence utility was in

4 line with those.
5 Does that distinction make sense?
6 Q. Kind of. As you can see on the screen,
7 the conclusion -- and l'lljust read it. ln
8 conclusion, both classification systems, DCM
9 and lCD, and both editions, DSM-IV and DSM-5,
10 and ICD-10 and ICD-11 of gender
11 identity-related diagnoses seem reliable and
12 convenient for clinical use.
13 ATTORNEY SMITH: Object to form.
14 O. Did I read that correctly?
15 A. Yes, you did.
16 O. And if you want to take a break and
17 read this, l'm happy to do that. But the way
18 that I read this is that essentially the
19 diagnoses under the DSM-IV and DSM-S were
20 essentially the same?
21 ATTORNEY SMITH: Object to form.
22 A. I would disagree.
23 a. You would disagree with my
24 interpretation, or with the results of the

reconceptualized and removed m
health chapter so that the
is no longer a prerequ

The present study rel
and clinical utility of ated
diagnoses of the with the
diagnostic and of mental
disorders D M -5, -tv

D at
A.

EY Caleb, not to
this as an

n't catch
Did you

exhi
that.

SO id

MR. DAVID: No. I think you're

right.

We'll mark this study as Exhibit 9.

(Exhibit 9 was marked.)

O. ls it your understanding from reading
this that the purpose of this study was to
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Page L66 Page 168
looking at the interrater agreement rates for
tcD-11?

ATTORNEY SMITH: Object to form.
A. I haven't read the whole thing in terms

of the percentages of interrater reliability of

1

2
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5
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study?
ATTORNEY SMITH: Object to form.

A. I disagree objectively that DSM-S and
DSM-IV-TR are the same documents. They are
different.

O. Okay. And so do you disagree that
DSM-IV and DSM-S result in the same number of
individuals being diagnosed with gender
related - gender identity-related diagnoses?

ATTORNEY SMITH: Object to form.
A. So when I say - just in the abstract

is -- they use videos of two children, two
adolescents and two adults. And they use -
they had people identify those two children,
two adolescents and two adults using each
classification system. And they found that
there was an agreement, 65 to 94 percent.

Among the 64 people using those -- the videos
of two children and two adolescents and two
adults.

You can't conclude from that that the
documents are the same. You can only conclude

,l

2
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I
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each one. But lwould
conclusions -- so, you

SAy that the
y well be a good

study for its purpose, doing a

small study of inte
gender incongruen But you
can't draw er this kind
of narrow was for

whole
thing, e con clusions
that were rences tn

know, between each of
the

that the reliability
r may be valid in this study,

for DSM-IV can't be valid?
EY SMITH: Object to form

that when people look at these six h

l'm saying that there was an
see that there were similar

patients - two children, two adolescents and agreement rates. That's my guess

r67
11
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two adults - that most of the time td
Page L69

out having reviewed the whole study. And
come to the same diagnosis no
diagnostic system they use.

This was done specifically

may or may not have done that. But you

there was - it was part of the fi

3 can't -- you can't draw a conclusion that
4 there's no difference or that there -- you
5 know, the four documents are the same. Each
6 one has different, you know, criteria. And if
7 you compare the old ICD-10, you had to have two
B years of - it was -- transsexualism was the
9 original diagnosis. Two years of being a
10 transsexual to get the diagnosis. And ICD-1 1

11 is six months of gender incongruence. They're
12 totally different.
13 But with the six videos, you know, you

14 can measure whether these 64 health providers
15 generally came up on the same diagnosis using
16 one instrument or another. So it has a
17 specific purpose. But you can't -- you know,
18 you can't make this broader - these broader
'19 claims about -- you know, about these
20 documents. And certainly the intent was not to
21 validate in some way the DSM-S, ICD-10 or
22 DSM-IV-TR. lt was just to show that ICD-11 is
23 a comparable instrument.
24 O. I'll go ahead and stop sharing that.

testing - I'm pretty sure that
field testing of ICD-'11 to
ICD-11 was not - didn't

re

reliability than the VC

don't think the nt on

DSM-S. ICD-10 or already in the
waste bin this

It m u could
have and

nt with the diagnosis as you did

so, you know,
diagnosis, they

with ones.
th

weren't istress criteria that
was in DSM -- in both DSMs. And so I don't
think you can say this shows that all of them
are equivalent. I don't think this little
study of six - of reviewing six people says
that at all.

O. Do you think this study is reliable for

M-IV-
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Page 170
I I think that we're getting pretty close
2 here, Doctor.
3 Do you do any work on behalf of
4 insurance companies or to develop insurance
5 guidelines for coverage for gender-affirming
6 care?
7 ATTORNEY SMITH: Object to form.
I A. I did do a series of meetings along
9 with medical directors of the University of
10 California student clinics when Standards of
11 Care 7 came out to assist Anthem Blue Cross
12 with updating their criteria from Standards of
13 Care 6 to Standards of Care 7 .

14 So in terms of working with an
15 insurance company, I guess I did it -- not
16 employed by them, but we did kind of work
17 cooperatively so that their criteria would be
1B updated to Standards of Care 7 when that came
19 out in 2011,2012.
20 O. So when you say their criteria would be
21 updated, you're saying that the guidelines for
22 determination of coverage for that pa rticular
23 company match the criteria, for i

24 surgical therapy under Standards of Ca

Page I72
gender-affirming care who appealto the state
of California. And those are sent for
independent medical reviews. And I've done
many of them.

O. ln those instances where there have
been appeals, are
California to do th
review?

d by the State of
ent medical

ATTORNEY SM
A. The State of d

company ny does,
it gets in rs for that
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precise
finding

ve task of
reviewers and

sending all documents and
getting them is handled by a

e way the people who
o because they have appealed

to of Managed Health Care or the
lnsurance of the State of

ng their insurance denials.
you're doing an independent

, what are you being asked to
determination on?

p

ATTORNEY SMITH
A. Yes. When - obviously

Standards of Care 7 were
older Standards of Care. And
that with the release of the new
when they're referring to Sta
that they needed to refer
Standards of Care.

don't thi -- I'm not
quite
holdi
se.

what -- n ingalawyer-what
rself out expert means, per

lce a lot of experience
working with insurance criteria, both in being
involved with gender health programs with UCSF
and the San Francisco Department of Public
Health. And I also make -- have been in --
done many independent medical reviews for
people denied insurance coverage for

Page 173
ATTORNEY SMITH: Object to form.

A. The sole determination, is the care --
3 is the requested care medically necessary.
4 Q. And what criteria do you use to make
5 the determination of whether the requested care
6 is medically necessary?
7 ATTORNEY SMITH: Object to form.
I A. So in these cases, I don't meet or
9 interview the person requesting care. lt's
10 entirely reviewing the documentation that is
11 there. And so I review the documentation. And
12 the State of California has some specific
13 requirements, including that it's meeting WPATH
14 Standards of Care criteria.
15 So I see whether their medical and
16 mental health providers have documented medical
17 necessity for that particular procedure based
1B on having a gender dysphoria diagnosis and

19 meeting WPATH's Standards of Care 7 criteria.
20 And then there's a short report that
21 needs to - generally needs to quote something
22 from WPATH. And then also one or two other
23 citations to support the answer one way or the
24 other.

1

2

3

4
5

6

7

B

I
10

11

12

13

14

15

16

17

18

19
20
21

22
23
24

A. Do you hold
expert in developi
coverage for gen

ATTO EY
A. l

be an
delines for

care?
to form
at that
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19

20
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22
23
24

o. Do you perform these indep"nd"nT-n' 
ttn

medical reviews for patients for any treatment
other than gender-affirming care?

ATTORNEY SMITH: Object to form.
A. So the company that does these have

requested if I would do this for other
patients. But I've limited it to transgender
patients just because it's not something I want
kind of taking up too much of my time.

So they can -- and they're looking for
experts. And so in this case, you know, the
company and the State of California deems me to
be an expert on making a determination of
medical necessity based on reviewing some of
these medical records for transgender surgery.

O. What medical records are generally
provided to you to make those determinations?

I
2

3

4

5

6

7

8

9

Page 176
A. Uh-huh; yes.

Q. When you say categorical exclusion,
what is the category that's excluded?

ATTORNEY SMITH: Object to form.

A. So when I reviewed the Medicaid Managed
Care pamphlets, they there was an

exclusion for gender tran surgery and
hormones. Later -- in kind of g

with the plaintiffs as well

10 there was a question part

11 But the

12 medica

13 people.

to

ender

14 O. ls Virginia
15 Medicaid medically-necessary
16

17

18

19

20

care for sg o2

Object to form

ATTORNEY SMITH: Object to form.
A. So there are very often just a large

number of documents that are sent in - the
medical record of the patient. lf they get -
if they've had mental health evaluations for
surgery that have been separate from their
medical care, I get that. Then I get the

IS

informed that
for hormones. But, you

what was stated in the
still my understanding that

related to somebody's gender
nosis is still excluded by the

Virginia

t75
1

P Page L77
s m¡ght seem
make sure I

1

2
3
4
5
6
7
B

9
10

11

12

13

14
15
16
17

18

19

20
21

22
23
24

reports from their surgical cons A. Some of these quest¡on
O. Have you done any h nge, but I'm just trying to

what health insurers must a 3 have a full picture here. You're not
4 suggesting that if a transgender person has
5 diabetes that West Virginia Medicaid is not
6 going to provide them with care for the¡r
7 diabetes?
B ATTORNEY SMITH: Object to form.
I A. My suggestion is that -- we are talking
10 about treatments for gender dysphoria -11 O. Okay.
12 A. -- in transgender people.
l3 A. l'm sorry. I didn't mean to interrupt.
14 So the categorical exclusion as you've
15 stated in your report is for gender-affirming
16 surgeries for the treatment of gender
17 dysphoria; is that --

1B ATTORNEY SMITH: Object to form;
19 asked and answered.
20 A. Yes. So, yeah, it's for -- well, it's
21 for gender-affirming care. And if hormones are
22 being provided, then the other large category
23 of medical intervention is surgical. And so it
24 seems like there's still an exclusion for

under the Affordable Care
ATTORNEY SMITH: O

A. I was familiar. And I

reading. lt related to at e
publication and some that I

doing of the, you
Affordable Care
lifting of transge

know of
1 the

sions and
the n

o.
this
Virg

A.

you r r any oprnrons rn

about itutionality of West
Medicaid's icy?

NEY H: Object to form
N o. s like a lawyer's job,

to make the argument about constitutionality.
A. ln your report, there are several

references to a categorical exclusion that you
claim that West Virginia Medicaid has. So I

assume you're familiar with what I'm talking
about?

ealth
aga
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surgery for transgender people. 
rage 178

O. Are you aware of any treatment for
transgender people, whether for gender
dysphoria or not, that is not covered other
than gender-affirming surgeries?

ATTORNEY SMITH: Object to form.
A. So I'm not aware of other care that's

not being provided other than gender-affirming
surgeries.

MR. DAVID: Doctor, let's take a

couple of minute break. And I'm going to
look through my notes. I think I'm done.

THE WITNESS: Just a couple of
minutes?

MR. DAVID: Yes.
Martha, are we off?
THE COURT REPORTER: Yes, we are off.

VIDEOGRAPHER: We went off a|1743.
(Break in proceedings.)

VIDEOGRAPHER: Back on the record at

1

2
3
4
5
6
7
8
9
10
11

12
13
14
15
'16

17
1B

19
20

that there are never any advers" ort"ãifå"tå?
the treatment, but that the treatment is low
risk?

ATTORNEY SMITH: Object to form.
A. Yes. You know, when -- if we're saying

collectively the low risk, there
certainly are treatments more risk
than those that have less overall,
they're agreed upon
treatments which th often
used to descri
you know.Q

bea of care,

M the
questi Thank
you ve reciate it on
aF much time with me.
Th

o ITH: Actually, can we
mtn break?
VID: Sure.

1745.
BY MR. DAVID:

O. I promise I only have one more
question.

RAPHER: Going off the record

(Break in proceedings. )
EOGRAPHER: Back on the record at

'1,7 9

1

P Page 181
14.
ATTORNEY SMITH: We have no further

1 A. Okay.
2 Q. On your first report
3 as Exhibit l, if you'll go to pa 3 questions for Dr. Karasic.

4 So, Caleb, Dr. Karasic will read and
5 s¡gn.
6 MR. DAVID: Thanks, everyone. Have a
7 great weekend. And if you celebrate, have
8 a great Easter.
I VIDEOGRAPHER: Off the record at
10 1814.
11 (Deposition concluded at 6:14 p.m.)
12 *****
13
14
15
16

4 Are you there?
5 A. Yes.
6 Q. lt says, Gender-affirm
7 interventions in ac h soc7

lyI and Endocrine Society G are
9 recognized in the medi ity as safe,
l0 effective and med
11 transgender peop

many
dysphoria.

12

13

14

15

16 in
17

18

And then after that.
D

A.

o. question
ntext?

does "safe" mean

Object to form
are widely

'17
A. So 18

19
20
21
22

19 recognized as having benefits that greatly
20 exceed the risks. So not that, you know, any
21 kind of treatment he did entirely without risk.
22 But they're generally agreed upon as safe
23 interventions.
24 O. Just to paraphrase, you're not saying

i23
24

citat
ge
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1
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I

9
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11

r2

13

14

15

16

r'7

18

I, Martha Fourney, Certified court

Reporte¡ and Notary Public, do hereby certify

that the foregoing depositj.on of the

above-named wiEness, was duly taken by me in

machine shorLhand, was recorded via Zoom, and

that Ehe same were accurately written out in

fulÌ and reduced to compute! transcripcion.

I further ce¡tify that I am neithêr

atEorney or counsel for, ûor related to or

employed by, any of the parties to the action

in which this deposition is laken, nor do I

have å financial interest in the acLion.

My commissron t4ay 27, 2022

a¡*Aa,

Martha Fourney

19

20

2!

22

24

Cercif ied Court Repolter/Notary Public

Confident iaI

Elit.e Court, Reporti.g, LLC
DR. DAN KARASTC, 04 / L5 / 2022
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See Attachment A.

6 May

VIRGINIA

NORFOLK

04/30/2023

This notarial act was performed online by way of two-way audio/video communication technology.
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ATTACHMENT A 

Errata Sheet 

Fain, et al. v. Crouch, et al. 
Dan Karasic, MD 
 

Page  Line  Correction 
19 23 “gender identity” not “a gender identity”  
21 2-3 “develops” not “develops as” 
30 1 “across” not “cross” 
33 16 “they’re coming” not “coming” 
41 22-23 “that of the Child and Adolescent Gender Center,” not “that of a child in 

the Adolescent Gender Center” 
75 21 “as a term” not “as to term” 
87 1 “the study” not “my study” 
126 10 “orchiectomy” not “oophorectomy” 
126 13 “orchiectomy” not “oophorectomy” 
126 17 “orchiectomy” not “oophorectomy” 
158-9 24-1 “Child and Adolescent Gender Center” not “Child and Adolescents 

Gender Clinic” 
167 8-9, 14 “inter-rater” not “interrater” 
168 5, 9, 

16, 24 
“inter-rater” not “interrater” 

179 21 “is” not “he did” 
 

 
__________________________________________ 
Dan Karasic 
 
 
 
State of ___________________________________ 
 
County of _________________________________ 
 
Subscribed and sworn to before me this ____________ day of May 2022. 
 
__________________________________________ 
Notary Public 
 
My Commission Expires: _______________________________________ 
This notarial act was performed online by way of two-way audio/video communication technology.

04/30/2023

6

Virginia

Norfolk
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IN THE UNITED STATES DISTRICT COURT
FOR THE SOUTHERN DISTRICT OF WEST VIRGINIA

HLTNTINGTON DIVISION

CHRISTOPHER FAIN, et al.,
individually and on behalf of all others
similarly situated,

Plainrffi, CIVIL ACTION NO. 3:20-cv-00740
HON. ROBERT C. CHAMBERS

WILLIAM CROUCH, et al.,

Defendants

CBRTIFICATE OF SERVICE

I hereby certify that the EXPERT DISCLOSURE REPORT OF DAN H. KARASIC,

M.D. was served electronically on the l4th day of January, 2022 on the following counsel for

Defendants in the above-captioned case:

Lou Ann S. Cyrus (WVSB # 6558)
Roberta F. Green (WVSB #6598)
Caleb B. David (WVSB #12732)
Kimberly M. Bandy (WVSB #10081)
SHUMAN MCCUSKEY SLICER PLLC
P.O. Box 3953, Charleston, WV 25339
(304) 34s-ra00; (30a) 343-1826 (fax)
lcyrus@shumanlaw,com
rgreen@shumanlaw.com
cdavid@shumanlaw.com
kbandy@shumanlaw.com

Attorneys for Defendants Ilillian Crouch'
Cynthia Beane; and West Virginia
Department oJ'Health and Human Resources,
Bureau for Medical Services

Eric D. Salyers (WVSB #13042)
Perry W. Oxley (WVSB # 72ll)
David E. Rich (WVSB #9141)
Christopher K. Weed (WVSB #13868)
OXLEY RICH SAMMONS, PLLC
P.O. Box 1704

517 gth Street, Suite 1000
Huntington, West Virginia 25718
Phone: (304) 522-1138
Fax: (304) 522-9528
poxley@oxleylawwv. com
drich@oxleylawwv.com
esalyers@oxleylawwv. com
cweed@oxleylawwv.com

1

Attorneys for Defendant Jason Haught
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Dated: January 14,2022 Respectfully submitted,

s/ Walt Auvil
Walt Auvil, WV Bar No. 190

TITS EN4pI.oYMENTLew CENTER, PLLC
1208 Market Street
Parkersburg, WV 26101
Phone: 304-485-3058
Facsimile: 304-485-3058
auvil@theemploymentlawcenter.com
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IN THE UNITED STATES DISTRICT COURT
FOR THE SOUTHERN DISTRICT OF WEST VIRGINIA

HIINITINGTON DIVISION

CHRISTOPHER FAIN, et al.,
individually and on behalf of all others
similarly situated,

Plaintiffs, CIVI ACTION NO. 3:20-cv-00740
HON. ROBERT C. CHAMBERS

WILLIAM CROUCH, et al.,

Defendants

EXPERT DISCLOSURE REPORT OF'DAN H. KARASIC, M.D.

l. My name is Dan H. Karasic. I have been retained by counsel for plaintiffs

Christopher Fain, Shauntae Anderson, and Leanne James (collectively, "Plaintifß") as an expert

in connection with the above-captioned litigation.

2. The following is a summary of my opinions in this case:

The exclusions in West Virginia's state employee health plans and Medicaid
Program (together, the "Exclusion") bar coverage for medical treatments that are

part of widely-accepted medical protocols for the treatment of transgender people

with gender dysphoria that are recognized by major medical and mental health
professional associations in the United States.

a

a The accepted protocols for the treatment of transgender people with gender

dysphoria provide for mental-health assessments, including of co-occurring
conditions; criteria for eligibility for each treatment; and an informed consent
process before rnedical interventions are initiated.

Decades of medical research and clinical experience have demonstrated that the
medical treatments barred from coverage by the Exclusion are safe, effective, and

medically-necessary to relieve gender dysphoria for transgender people.

Denying gender-affirming medical care to transgender people for whom it is

medically indicated puts them at risk of significant harm to their health and well-
being, including heightened risk of depression and suicidality.

a

a
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O For transgender people for whom gender-affirming medical care is indicated, no
alternative treatments have been demonstrated to be effective.

3. I have actual knowledge of the matters stated herein. If called to testify in this

matter, I would testify truthfully and based on my expert opinions.

I. BACKGROUND AND QUALIFICATIONS

4. I am a Professor Emeritus of Psychiatry at the UCSF Weill Institute for

Neurosciences. I have been on faculty at the University of California - San Francisco since 1991 .

I have also had a telepsychiatry private practice since 2020.

5. I received my Doctor of Medicine (M.D.) degree from the Yale Medical School in

1987. ln 1991, I completed my residency in psychiatry at the University of California - Los

Angeles Neuropsychiatric Institute, and from 1990 to 1991 I was a postdoctoral fellow in a training

program in mental health services for persons living with AIDS at UCLA.

6. For over 30 years, I have worked with patients with gender dysphoria. I am a

Distinguished Fellow of the American Psychiatric Association and currently the chair of the

American Psychiatric Association Workgroup on Gender Dysphoria, as well as the sole author of

the chapter on transgender care in the American Psychiatric Press's Clinical Manual of Cultural

Psychiatry, Second Edition.

7. Over the past 30 years, I have provided care for thousands oftransgender patients.

For 17 years, I was the psychiatrist for the Dimensions Clinic for transgender youth in San

Francisco.

8. I previously sat on the Board of Directors of the World Professional Association

for Transgender Health (WPATH) and am a co-author of the WPATH Standards of Care for the

Health of Transsexual, Transgender, and Gender Nonconforming People, Version 7, which are

2
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the internationally accepted guidelines designed to promote the health and welfare of transgender,

transsexual, and gender variant persons. I remain active in the work of WPATH. For the upcoming

WPATH Standards of Care, Version 8, I am the lead author on the Mental Health cliapter.

9. As a member of the WPATH Global Education Initiative, I helped develop a

specialty certification program in transgender health and helped train over 2,000 health providers.

At UCSF, I developed protocols and outcome measures for the Transgender Surgery Program at

the UCSF Medical Center. I also served on the Medical Advisory Board for the UCSF Center of

Excellence for Transgender Care, and co-wrote the mental health section of the original Guidelines

for the Primary and Gender-Affirming Care of Transgender and Gender Nonbinary People and

the revision in2016.

10. I have also worked with the San Francisco Department of Public Health, having

developed and implemented their training program for the care of transgender patients and for

mental health assessments for gender-affirming surgery. I served on the City and County of San

Francisco Human Rights Commission's LGBT Advisory Committee, and I have been an expeft

consultant for California state agencies and on multiple occasions for the United Nations

Development Programme on international issues in transgender care.

ll. I have held numerous clinical positions concurentto my clinical professorship at

UCSF. Among these, I served as an attending psychiatrist for San Francisco General Hospital's

consultation-liaison service for AIDS care, as an outpatient psychiatrist for HIV-AIDS patients at

UCSF, as a psychiatrist for the Transgender Life Care Program and the Dimensions Clinic at

Castro Mission Health Center, and the founder and co-lead of the UCSF Alliance Health Project's

Transgender Team. In these clinical roles, I specialized in the evaluation and treatment of

transgender, gender dysphoric, and HIV-positive patients. I also regularly provide consultation on

3
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challenging cases to psychologists and other psychotherapists working with transgender and

gender dysphoric patients. I have been a consultant in transgender care to the California

Department of State Hospitals and am currently a consultant for the California Department of

Corrections and Rehabilitation on the care of incarcerated transgender people.

12. In addition to this work, I have done research on the treatment of depression. I have

authored many articles and book chapters, and edited the book Sexual and Gender Diagnoses of

the Diagnostic and Statistical Manual (DSM). A Reevaluation.

13. In preparing this report, I have relied on my training and years of research and

clinical experience, as set out in my curriculum vitae, and on the materials listed therein. A true

and accurate copy of my curriculum vitae is attached hereto as Exhibit A. It documents my

education, training, research, and years of experience in this field and includes a list of

publications.

14. I have also reviewed the materials listed in the attached bibliography (Exhibit B).

The sources cited therein include authoritative, scientific peer-reviewed publications. They include

the documents specifically cited as supportive examples in particular sections of this report.

15. I also rely upon my interviews of Ms. Anderson, Ms. James, and Mr. Fain, on

December l7-9,2021, and plaintiffs' mentalhealth and medical records.

16. Additionally, I have reviewed the First Amended Class Action Complaint in this

case.

17. The materials I have relied upon in preparing this report are the same types of

materials that experts in my field of study regularly rely upon when forming opinions on the

subject. I reserve the right to revise and supplement the opinions expressed in this report or the

bases for them if any new information becomes available in the future, including as a result of new

4
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scientific research or publications or in response to statements and issues that may arise in my area

of expertise.

Prior Testimonv

18. In the last four years, I have testifìed as an expert by deposition in Kadel v. Folwell,

1 : I 9-cv-00272 (M.D.N.C.).

Compensation

19. I am being compensated for my work on this matter at arate of $400.00 per hour

for preparation of declarations and expert reports. I will be compensated $3,200.00 per day for any

deposition testimony or trial testimony. My compensation does not depend on the outcome of this

litigation, the opinions I express, or the testimony I may provide.

IL BXPERT OPINIONS

Gender Identitv

20. Sex assigned at birth refers to the sex assigned to a person at the time of their birth,

typically based on the appearance of external genital characteristics. While the terms "male sex"

and "female sex" are sometimes used in reference to a person's genitals, chromosomes, and

hormones, the reality is that sex is complicated and multifactorial. Aside from external genital

characteristics, chromosomes, and endogenous hormones, other factors related to sex include

gonads, gender identity, and variations in brain structure and function. Because these factors may

not always be in alignrnent as typically male or typically female, "the terms biological sex and

biological male or female are imprecise and should be avoided." (Hembree, et al., 2017).

21. Gender identity is "a person's deeply felt, inherent sense of being a girl, woman, or

female; a man, or male; a blend of male or female; or an alternative gender" (American

PsychologicalAssociation,20l5, at834). Gender identity does not always align with sex assigned

5
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at birth. Gender identity, which has biologicalbases, is not a product of external influence and not

subject to voluntary change. As documented by multiple leading medical authorities, efforts to

change a person's gender identity are ineffective, can cause harm, and are unethical. (American

Psychological Associati on, 2021, Byne, et al., 2018, Coleman, et al., 2012)

Gender Dvsphoria and its Treatment

22. The term "gender dysphoria" (uncapitalized) is distress related to the incongruence

between one's gender identity and attributes related to one's sex assigned at birth.

23. The diagnosis of Gender Dysphoria in the Diagnostic and Statistical Manual Fifth

Edition (DSM-5), released in 2013, involves two major diagnostic criteria for adolescents and

adults:

A. A marked incongruence between one's experienced/expressed gender and

assigned gender, of at least 6 months duration, as manifested by at least two
ofthe following (one of which must be Criterion Al):

A marked incongruence between one's experienced/expressed gender

and primary or secondary sex characteristics.

A strong desire to be rid of one's primary and/or secondary sex

characteristics because of a marked incongruence with one's

experienced/expressed gender.

A strong desire for the prirnary and/or secondary sex characteristics

ofthe other gender.

A strong desire to be of the other gender (or son-re alternative gender

different fi'om one's assigned gender).

A strong desire to be treated as the other gender (or sonte alternative
gender different from one's assigned gender).

A strong conviction that one has the typical fèelings and reactions of
the other gender (or some alternative gender different from one's

assigned gender).

EXPERT REPORT OF DR. DAN H. KARASIC, M.D
Fain et al., v. Crouch ¿¡ r¡1, NO. 3:20-cv-00'740
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B. The condition is associated with clinically significant distress or impairment
in social, occupational, or other important areas of functioning.

24. The World Professional Association of Transgender Health (WPATH) has issued

Standards of Care for the Health of Transsexual, Transgender, and Gender Nonconforming

People ("WPATH SOC") since 1979. The cunent version is WPATH SOC 7, with WPATH SOC

8 due out in early 2022. WPATH SOC 7 provides guidelines for multidisciplinary care of

transgender individuals and describes criteria for medical interventions to treat gender dysphoria,

including hormone treatment and surgery when medically indicated. WPATH SOC 7 also states,

"Treatment aimed at trying to change a person's gender identity and expression ... is no longer

considered ethical," because it is known to be ineffective and can cause harm to patients.

25. The WPATH Standards of Care are endorsed and cited as authoritative by many

professional medical associations including the American Medical Association, the American

Academy of Pediatrics, the American Psychiatric Association, the American Psychological

Association, the Endocrine Society, the Pediatric Endocrine Society, the American College of

Obstetrics and Gynecology, the American College of Physicians, and the World Medical

Association, among others.

26. A clinical practice guideline from the Endocrine Society (the Endocrine Society

Guideline) provides similar protocols for the medically necessary treatment of gender dysphoria.

(Hembree, ef al., 2017).

27. Being transgender is widely accepted as a variation in human development, and is

not considered a mental illness. People who are transgender have no impairment in their ability to

be productive, contributing members of society simply because of their transgender status. The

American Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders, Fifth

EXPERT REPORT OF DR. DAN H. KARASIC, M.D
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Edition (DSM 5) states: Gender dysphoria "is more descriptive than the previous DSM-IV tenn

'gender identity disorder' and focuses on dysphoria as the clinical problem, not identity per se."

(APA, 2013). WPATH states in SOC 7, "[b]eing transsexual, transgender, or gender-

nonconforming is a matter of diversity, not pathology.... Thus, transsexual, transgender, and

gender-nonconforming individuals are not inherently disordered. Rather, the distress of gender

dysphoria, when present, is the concern that might be diagnosable and for which various treatment

options are available." The American Psychological Association states, "[w]hereas diversity in

gender identity and expression is part of the human experience and transgender and gender

nonbinary identities and expressions are healthy, incongruence between one's sex and gender is

neither pathological nor a mental health disorder." (American Psychological Association,202l).

The World Health OrganizaTion states, "[g]ender incongruence has thus broadly been moved out

of the'Mental and behavioural disorders' chapter and into the new'Conditions related to sexual

health' chapter. This reflects evidence that trans-related and gender diverse identities are not

conditions of mental illhealth, and classifying them as such can cause enormous stigma." (WHO

Europe).

28. The overarching goal of treatment is to eliminate the distress of gender dysphoria

by aligning an individLlal patient's body and presentation with their internal sense of self. The

denial of medically indicated care to transgender people not only results in the prolonging of their

gender dysphoria, but causes additional distress and poses other health risks, such as depression,

posttraumatic stress disorder, and suicidality. In other words, lack of access to gender-affirming

care directly contribr"rtes to poorer mental liealth outcomes for transgender people. (Owen-Smith,

et al., 201 8).

EXPERT REPORT OF DR. DAN II. KARASIC, M.D
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29. For patients for whom gender-affirming medical care is indicated, no alternative

treatments have been demonstrated to be effective. The American Psychological Association states

that gender identity change efforts provide no benefit and instead do harm. (American

Psychological Association, 2021).

30. Accordingly, major medical organizations, such as the American Medical

Association, American Psychiatric Association, the Endocrine Society, American College of

Obstetricians and Gynecologists, and American Academy of Family Physicians oppose the denial

of this medically necessary care and support public and private health insurance coverage for

treatment of gender dysphoria as recommended by the patient's physician. (American Medical

Association , 2021; American Psychiatric Association ,2018; Endocrine Society, 2012; American

College of Obstetricians and Gynecologists, 2021; American Academy of Family Physicians,

2020).

Treatment of Gender Dvsphoria

31. Gender dysphoria is a condition that is highly amenable to treatment, and the

prevailing treatment for it is highly effective. With access to medically-indicated care, transgender

people can experience significant and potentially complete relief from their symptoms of gender

dysphoria.

32. The WPATH SOC 7 and the Endocrine Society Guideline establish authoritative

protocols for the treatment of gender dysphoria.

33. Treatment protocols for gender dysphoria are comparable to those for other mental

health and medical conditions. WPATH lists medically necessary treatments, which include, for

example, hormones, genital surgery, including vaginoplasty and orchiectomy for people assigned

male at birth, and hysterectomy, oophorectomy, metoidioplasty, phalloplasty for people assigned

9
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female at birth; chest/breast surgery, and gender-affirming facial surgery. (WPATH 2016). These

or similar procedures are done on cisgender people with other diagnoses.

34. Gender-affirming medical interventions in accordance with the WPATH SOC 7

and Endocrine Society Guidelines are widely recognized in the medical community as safe,

effective, and medically necessary for many transgender people with gender dysphoria. (See

American Academy of Pediatrics,20IS;the American MedicalAssociation,202l;the Endocrine

Society, 2020,the Pediatric Endocrine Society, 2021;The American Psychiatric Association,20lS;

the American Psychological Association, 2021; the American Congress of Obstetricians and

Gynecologists,202l;the American Academy of Family Physicians,2020;WPATH,2012).

35. There is substantial evidence that hormone therapy and/or surgical care are

effective in treating gender dysphoria. This evidence includes scientific studies assessing mental

health outcomes for transgender people who are treated with these interventions, and decades of

clinical experience.

36. The research and studies supporting the necessity, safety, and effectiveness of

counseling, hormone therapy, and surgical care for gender dysphoria are the same type of

evidence-based data that the medical community ror,rtinely relies upon when treating other medical

conditions.

37. Medical treatment for gender dysphoria has been studied for over half a century,

and there is substantial evidence that it improves quality of life and measures of mental health.

(Aldridge eta1.,2020; Almazon, etal.,202l; Baker eta|.,2021; Murad, etal.,Z\l};Nobiliet al.,

201 8; Pfafflin & Junge, 1998; T'Sjoen et al. 2019; van de Grift et al., 2017; White Hughto and

Reisner, 2016; Wierckx et aI.,2014).
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38. A systematic review of 20 studies showed improved quality of life, decreased

depression, and decreased anxiety with hormonal treatment in transgender people. (Baker, et al.,

2021). Another systematic review showed improvement in mental health and quality of life

measures in transgender people with hormonal treatment (White Hughto and Reisner,2016). In

the United Kingdom, one study demonstrated that depression and anxiety were substantially

reduced over l8 months of gender-affirming hormonal treatment. (Aldridge, et a1.,2020). In a

secondary analysis of data from the US Transgender Survey, having had genital surgery was

associated with decreased psychological distress and suicidal ideation. (Almazan, et. aI.,2021).ln

transgender patients followed 4-6years after surgery, satisfaction was very high (over 90%) and

regret was low. (van de Grift et al., 2018). The Cornell "What We Know" systematic review of 55

studies from 1991-2017 strongly supported that gender-affìrming hormone and surgical treatment

improved the well-being of transgender individuals. (What We Know,20l8).

39. The studies on gender-affirming medical care for treatment of dysphoria are

consistent with decades of clinical experience of mental health providers across the U.S. and

around the world. At professional conferences and other settings in which I interact with

colleagues, clinicians report that gender-affirrning medical care, for those for whom it is indicated,

provides great clinical benefit. In my 30 years of clinical experience treating gender dysphoric

patients,l have seen the benefits of gender-affirming medical care on my patients' health and well-

being. I have seen many patients show improvements in mental health, as well as in performance

in school, in social functioning with peers, and in family relationships when they experience relief

from gender dysphoria with gender-affirming medical care.

40. Accordingly, treatrnents for gender dysphoria are not considered elective or

cosmetic. WPATH (2016) states, "The medical procedures attendant to gender

11
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affirrning/confirrning surgeries are not 'cosmetic' or 'elective' or 'for the mere convenience of the

patient.' These reconstructive procedures are not optional in any meaningful sense, but are

understood to be medically necessary forthe treatment of the diagnosed condition. In some cases,

such surgery is the only effective treatment for the condition, and for some people genital surgery

is essential and life-saving."

41. As part of the treatment process for gender dysphoria, patients provide informed

consent to their care. In addition, a treating doctor will not offer gender-affirming medical

treatments unless they have concluded after weighing the risks and benefrts of care that treatment

is appropriate. The risks and benefits of care are discussed with the transgender patient, who must

assent. This process is no different than the informed consent process for other treatments.

However, for gender-affirming medical care, there is the additional safeguard of the assessment

by a mental health professional, who, in addition to diagnosing gender dysphoria, also assesses

capacity to consent and reviews the risks and benefits of treatment with the patient.

42. Regret among those who are treated with gender-affirming medical care is rare. For

example, in one study in the Netherlands, none of the youth who received puberty blockers,

hormones, and surgery, and followed over an 8-year period expressed regret. (DeVries, 2014.)

Zucker, et al., (2010), summarizing key studies on regret for adolescents referred for surgery when

they reached the age of majority in the Netherlands, states, "there was virtually no evidence of

regret, suggesting that the intervention was effective."

43. Regret rates for gender-affirming surgery in adults are also very low. A pooled

review across multiple studies of 7,928 patients receiving gender-affirming surgery showed a

regret rate of l%. (Bustos, et al., 2021). Over 50 years of gender-affirming surgery in Sweden, the

regret rate, as measured by legal gender change reversal, was 2o/o. (Dhejne, ef" a|.,2014). These are

l2
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very low regret rates for surgery. For example,4T%o of women expressed at least some regret after

reconstructive breast surgery following mastectomy for breast cancer. (Sheehan, et al,, 2008).

44. For all the reasons above, I am aware of no basis in medicine or science for West

Virginia's categorical Exclusion of coverage for gender-affìrming care.

45. One misperception is that hormone therapy is experimental because the U.S. Food

and Drug Administration ("FDA") has not yet approved its use for the specific application of

treating Gender Dysphoria. Medications very commonly are prescribed for off-label uses. Many

gender-affîrming hormone treatments were approved for treatment of other conditions and have

been used for those conditions as well as for gender-affirming care for many years, suppofting

their safety and efficacy. The U.S. Department of Health and Human Services Agency for

Healthcare Research and Quality states, "[Off-label prescribing] is legal and common. In fact, one

in five prescriptions written today are for off-label use." See https:llwww.ahrq.gov/patients-

consum ers/patient-involvement/off- label-dru g-usage. htm l.

46. Finally, the cost of providing gender-affirming care is generally very low,

particularly in the context coverage through group health plans. To begin, transgender people

constitute a small percentage of the overall population, approximately 0.5o/o. (Crissman, et. al.,

2017). Furthermore, the fraction of the population receiving clinical care for Gender Dysphoria is

rnuch smaller, well under one in a thousand patients (Zhang, et a1.,2020). As a result, one study

estimated an average cost of $0.016 cents per member per month to provide gender-affirming care.

(Padula, et a1.,2016). The authors conclude: "Health insurance coverage for the U.S. transgender

population is affordable and cost-effective, and has a low budget impact on U.S. society." A study

by Herman (2013) similarly found low costs to providing health coverage for gender affirming

care. Additionally, when a form of treatment is covered for cisgender people under an insurance

13
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plan, it is generally not dispropoftionately costly to cover the same treatment for transgender

people simply because it is provided to treat gender dysphoria.

***
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Interviews of the Plaintiffs
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CONFIDENTIAL, continued
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CONFIDENTIAL, continued
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I declare under penalty of perjury under the laws of the United States of America that the

foregoing is true and corrected.

Executed thi, 13 day of January ,2t22.

Ð(PERT REPORT OF DR DAN TL KARASIC' M"D.

Fain et aL, v, Crouch et ol." NO, 3:20-cv40740

Ê
Dan H. Karasic, M.D

25

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 77 of 349 PageID #: 4126



Subscribed and swor¡ before me, a Notary Publie in and for the - FAIRFAX . State of

VIRGINIA this 13 day of Januarv "2022,
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B.[tlHtåC fftfå*f Hfr."f . [& t irúär r;

&rmcrrreallhdVlrginh
[ty Cornmbnon Expues 06ßtl¡ð24

Signature ofNotary

EXPERT REPORT OF DK DAN H. I(AF¿SIC, M.D.
Faìn et al,, v. Crouch et al., NO. 3:20.cr-00740

?6

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 78 of 349 PageID #: 4127



Created:

By:

Stalus:

Transaction lD:

2022-01-14

vy nguyen (viivynt@gmâ¡l.com)

Signed

CBJCH BCAABAAco_LJP2Cl ffZ68Bm3eHrl-ysoSo4ôgwb

1 6421 0592 A-karasic-report4 1 39 1 4-g
FinalAudit Report 2022-01-14

" 1 6421 A5924-ka ras ic- re port4 1 39 1 4-9" H i sto ry
* Document created by vy nguyen (viivynt@gmail.com)

20?2-AL14 - 3:59:45 AM cMT- lP address: 108.51j08227

EI* Document emailed to Dan Karasic (kåras¡c@gmail.com) for signature

2022^01-14 - 4:00:17 AM GMT

f) ema¡l viewed by Dan Karasic (karasic@gmail.com)

2O22-t1-14 - 4:00:1I AM GMT- lP address:72j4.199j13

áe Document e-signed by Dan Karasic (karasic@gmail.com)

Signature Dale:2022.A114 - 4'.01:36 AM GMT - Time Source: server- lP address: 52.119.116.207

O Agreement completed.

2022-01-14 - 4:01:36 AM GMT

tl naou* stsn

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 79 of 349 PageID #: 4128



E,xhibit A

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 80 of 349 PageID #: 4129



Name:

Position

EDUCATION

1978 - 1982

1982 - 1987

Occidental College, Los
Angeles

Yale University School of
Medicine

A.B.; Summa
Cum Laude

M.D.

University of California, San Francisco
CURRICULUM VITAE

Dan H. Karasic, MD

Professor Emeritus
Psychiatry
School of Medicine

Voice: 415-935-151 1

Fax: 888-232-9336

Biology

Medicine

1987 - 1988 University of California, Los lntern Medicine, Psychiatry, and
Angeles Neurology

19BB - 1991 University of California, Los Resident Psychiatry
Angeles; Neuropsychiatric
lnstitute

1990 - 1991 University of California, Los Postdoctoral Training Program in Mental
Angeles; Department of Fellow Health Services for Persons
Sociology with AIDS

LICENSES, CERTIFICATION

1990 Medical Licensure, California, License Number G65105

'1990 Drug Enforcement Administration Registration Number BKl T65354

1993 American Board of Psychiatry and Neurology, Board Certified in Psychiatry

PRINCIPAL POSITIONS HELD

1991 - 1993 University of California, San Francisco Health Sciences Psychiatry
Clincial lnstructor

1993 - 1999 University of California, San Francisco Health Sciences Psych iatry
Assistant Clinical
Professor

Health Sciences Psychiatry1999 - 2005 University of California, San Francisco
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2005 - present University of California, San Francisco

OTHER POS¡TIONS HELD CONCURRENTLY

1980 - 1980 Associated Western Universities / U.S.
Department of Energy

198'1 - 1981 University of California, Los Angeles;
Med icine American H eart Association, California

Affiliate

2003 - 2020 Transgender Life Care Program and
Clinic, Castro Mission Health
Center

Associate Clinical
Professor

Health Sciences Psychiatry
Clinical Professor

Honors UCLA Medicine
Undergraduate
Research Fellow

Summer Student
Research Fellow

UCLA

1986 - 1987 Yale University School of Medicine; Medical Student
American Heart Association, Connecticut Research Fellow
Affiliate

Psychiatry

1990 - 1991 University of California, Los Angeles Postdoctoral Sociology Fellow

1991 - 2001 SFGH Consultation-Liaison Service; Attending Psychiatry
AIDS Care Psychiatrist

1991 - 2001 AIDS Consultation-Liaison Medical Course Director Psychiatry
Student Elective

1991 - present UCSF Positive Health Program at San HIV/AIDS Psychiatry Francisco
General Hospital (Ward 86) Outpatient

Psychiatrist

1991 - present UCSF AHP (AIDS Health Project/Alliance HIV/AIDS Psychiatry
Health Project) Outpatient

Psychiatrist

1994 - 2002 St. Mary's Medical Center CARE Unit. Consultant Psychiatry
The CARE Unit specializes in the care of patients
with AIDS dementia.

2001 - 2010 Depression and Antiretrovi ral Ad herence Cl i n ical Di rector
Study (The H.O.M.E. study: Health
Outcomes of Mood Enhancement)

Psychiatry and
Medicine

Psychiatrist DimensionsDimensions
Clinic

2013 - 2020 UCSF Alliance Health Project, Co-lead,
Transgender Team

HONORS AND AWARDS

1981 Phi Beta Kappa Honor Society

1990 NIMH Postdoctoral Fellowship in

Mental Health Services for People with

Co-Lead and
Psychiatrist

Psychiatry

Phi Beta Kappa

National lnstitute of Mental Health
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2001

2006

2012

ArDS (1990-1991)

Lesbian Gay Bisexual Transgender
Leadership Award, LGBT Task Force
of the Cultural Competence and
Diversity Program

Distinguished Fellow

Chancellor's Award for Leadership in
LGBT Health

SFGH Department of Psychiatry

American Psychiatric Association

UCSF

KEYWORDS/AREAS OF INTEREST
Psychiatry, HIV/AlDS, consultation-liaison, medication adherence, gay/lesbian, transgender,
gender dysphoria, sexuality, homeless/marginally housed, mood disorders, teaching/supervision

CLINICAL ACTIVITIES SUMMARY
As psychiatrist for the Positive Health Practice at Ward 86, I evaluated and treated patients
with psychiatric illness and HlV. I provide consultation to internists, fellows, and nurse
practitioners on managing psychiatric illness in their patients. Clinical work includes attention
to the needs of special populations, including working with a multidisciplinary team in a drop-in
clinic for H|V-positive women, and addressing issues emerging in HIV and Hepatitis C co-
infection. As psychiatrist at the UCSF Alliance Health Project, I evaluated and treated patients
and I am co-chair of the Gender Team, which provides assessment and care for transgender
patients. As psychiatrist for the Transgender Life Care program and Dimensions Clinic, I

evaluate and treat transgender patients, working with a multidisciplinary team at Castro
Mission Health Center. ln my faculty practice, I treated transgender, gender dysphoric, and
H|V-positive patients referred from providers across Northern California, and I provide
consultation on challenging cases to psychologists and other psychotherapists working with
transgender and gender dysphoric patients.

MEMBERSHIPS

1992 - present Northern California Psychiatric Society

1992 - present American Psychiatric Association

2000 - 2019 Bay Area Gender Associates (an organization of psychotherapists working with
transgendered clients)

2001 - present World Professional Association for Transgender Health

SERVIGE TO PROFESSIONAL ORGANIZATIONS

1981 - 1982 The Occidental News Editor

1984 - 1985 Yale University School of Medicine Class President

19Bg - 1991 Kaposi's Sarcoma Group, AIDS Project Los Angeles Volunteer
Facilitator

1992 - 1996 Early Career Psychiatrist Committee, Association of Gay Chair and
Lesbian Psychiatrists

1992 - 1996 Board of Directors, Association of Gay and Lesbian Member
Psychiatrists
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1993 - 1993 Local Arrangements Committee, Association of Gay and Chair Lesbian
Psychiatrists

1994 - 1995 Educational Program, Association of Gay and Lesbian Director Psychiatrists,
1995 Annual Meeting

1994 - 1998 Board of Directors, BAY Positives Member

1994 - present Committee on Lesbian, Gay, Bisexual and Transgender Member
lssues, Northern California Psychiatric Society

1995 - 1997 Board of Directors, Bay Area Young Positives. BAY President
Positives is the nation's first community-based
organization provid i n g psychosocial and recreational
services to H|V-positive youth

1995 - 1997 Executive Committee, Bay Area Young Positives. Chair

1996 - 2004 Committee on Lesbian, Gay, Bisexual and Transgender Chair
lssues, Northern California Psychiatric Society

1998 - 2002 City of San Francisco Human Rights Commission, Member
Lesbian, Gay Bisexual Transgender Advisory Committee

2000 - 2004 Association of Gay and Lesbian Psychiatrists. Vice President Responsible
for the organization's educational programs

2004 - 2005 Association of Gay and Lesbian Psychiatrists President-elect

2005 - 2007 Caucus of Lesbian, Gay, and Bisexual Psychiatrists of the Chair
American Psychiatric Association

2005 - 2007 Association of Gay and Lesbian Psychiatrists President

2007 - 2009 Association of Gay and Lesbian Psychiatrists lmmediate Past
President

2009 - 2010 Consensus Committee for Revision of the Sexual and Member
Gender ldentity Disorders for DSM-V, GID of Adults
subcommittee. (Wrote WPATH recommendations as
advisory body to the APA DSM V Committee for the
Sexual and Gender ldentity Disorders chapter revision.)

2010 - 2011 Scientific Committee, 2011 WPATH Biennial Symposium, Member Atlanta

2010 -2022 World Professional Association for Transgender Care Member
Standards of Care Workgroup and Committee (writing
seventh and eighth revisions of the WPATH Standards of
Care, which is used internationally for transgender care.)

2010 - 2018 ICD 11 Advisory Committee, World Professional Member
Association for Transgender Health

2012 - 2014 Psychiatry and Diagnosis Track Co-chair, Scientific Member Committee,
2014 WPATH Biennial Symposium, Bangkok

2014 - 2016 Scientific Committee, 2016 WPATH Biennial Symposium, Member Amsterdam
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2014 - 2018 Board of Directors (elected to 4 year term), World Member
Professional Association for Transgender Health

2014 - 2018 Public Policy Committee, World Professional Association Chair for
Transgender Health

2014 - 2018 WPATH Global Education lnitiative: Training providers Trainer and and
specialty certification in transgender health Steering

Committee
Member

2014 - 2016 American Psychiatric Association Workgroup on Gender Member Dysphoria

2016 - present American Psychiatric Association Workgroup on Gender Chair Dysphoria

2A16 USPATH: lnauguralWPATH U.S. Conference, Los Conference Chair
Angeles, 2017

SERVICE TO PROFESSIONAL PUBLICATIONS

2011 - present Journal of Sexual Medicine, reviewer

2014 - present lnternational Journal of Transgenderism, reviewer

2016 - present LGBT Health, reviewer

INVITED PRESENTATIONS - INTERNATIONAL

2009 World Professional Association for Transgender Health, Plenary Session
Oslo, Norway Speaker

2009 World Professional Association for Transgender Health, Symposium
Oslo, Nonruay Speaker

2009 Karolinska lnstitutet, Stockholm Sweden lnvited Lecturer

2012 Cuban National Center for Sex Education (CENESEX), lnvited Speaker
Havana, Cuba

2013 Swedish Gender Clinics Annual Meeting, Stockholm, Keynote Speaker
Sweden

2013 Conference on lnternational lssues in Transgender care, Expert Consultant
United Nations Development Programme - The Lancet, Beijing, China

2014 World Professional Association for Transgender Health, Track Chair
Bangkok, Thailand

2014 World Professional Association for Transgender Health, lnvited Speaker
Bangkok, Thailand

2014 World Professional Association for Transgender Health, lnvited Speaker
Bangkok, Thailand

2015 European Professional Association for Transgender lnvited Speaker
Health, Ghent, Belgium

2015 European Professional Association for Transgender Symposium Chair
Health, Ghent, Belgium
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2015

2016

2016

2016

2017

2017

2018

2018

lsraeli Center for Human Sexuality and Gender ldentity, lnvited Speaker Tel
Aviv

World Professional Association for Transgender Health, Symposium Chair
Amsterdam

World Professional Association for Transgender Health, lnvited Speaker
Amsterdam

World Professional Association for Transgender Health, lnvited Speaker
Amsterdam

Brazil Professional Association for Transgender Health, Sao
Paulo

Vietnam- United Nations Development Programme Asia
Transgender Health Conference, Hanoi

United Nations Development Programme Asia Conference on
Transgender Health and Human Rights, Bangkok

World Professional Association for Transgender Health, lnvited Speaker
Buenos Aires

2021 Manitoba Psychiatric Association, Keynote Speaker

INVITED PRESENTATIONS . NATIONAL

1990 Being Alive Medical Update, Century Cable Television Televised Lecturer

1992 lnstitute on Hospital and Community Psychiatry, Toronto Symposium Speaker

1992 Academy of Psychosomatic Medicine Annual Meeting, Symposium
San Diego Speaker

1994 American Psychiatric Association 150th Annual Meeting, Workshop Chair
Philadelphia

1994 American Psychiatric Association 150th Annual Meeting, Workshop Speaker
Philadelphia

1994 American Psychiatric Association 150th Annual Meeting, Paper Session Co-
Philadelphia chair

1995 Spring Meeting of the Association of Gay and Lesbian Symposium Chair
Psychiatrists, Miami Beach

1996 American Psychiatric Association 152nd Annual Meeting, Workshop Speaker
New York

1997 American Psychiatric Association Annual Meeting, San Workshop Speaker
Diego

1997 Gay and Lesbian Medical Association Annual lnvited Speaker Symposium

1998 American Psychiatric Association Annual Meeting, Workshop Chair
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1 998

1 998

1 998

1 999

1 999

1 999

2000

2000

2001

2001

2001

2001

2002

2002

2002

2003

2003

2003

Toronto

American Psychiatric Association Annual Meeting, Workshop Chair
Toronto

American Psychiatric Association Annual Meeting, Media Session
Toronto Chair

American Psychiatric Association Annual Meeting, Media Session
Toronto Chair

American Psychiatric Association Annual Meeting, Symposium Chair
Washington, D.C.

American Psychiatric Association Annual Meeting, Symposium
Washington, D.C. Presenter

American Psychiatric Association Annual Meeting, Workshop Chair
Washington, D.C.

American Psychiatric Association Annual Meeting, Workshop Chair
Chicago

NationalYouth Leadership Forum On Medicine, lnvited Speaker
University of California, Berkeley

American Psychiatric Association Annual Meeting, New Workshop Chair
Orleans

American Psychiatric Association Annual Meeting, New
Orleans

Association of Gay and Lesbian Psychiatrists
Symposium, New Orleans

Harry Benjamin lnternational Gender Dysphoria
Association Biennial Meeting, Galveston, Texas

American Psychiatric Association Annual Meeting,
Philadelphia

American Psychiatric Association Annual Meeting,
Philadelphia

American Psychiatric Association Annual Meeting,
Philadelphia

lnvited Speaker

Workshop Chair

Workshop Chair

Media Program
Chair

Chair

Media Program
Chair

Chair Conference

Symposium Chair

Association of Gay and Lesbian Psychiatrists CME

American Psychiatric Association Annual Meeting, San
Francisco

American Psychiatric Association Annual Meeting, San
Francisco

American Psychiatric Association Annual Meeting, San
Francisco

Symposium Co-
Chair

2003
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2003

2404

2004

2004

2005

2005

2008

2009

American Public Health Association Annual Meeting, San lnvited Speaker
Francisco

Mission Mental Health Clinic Clinical Conference lnvited Speaker

Association of Gay and Lesbian Psychiatrists Co-Chair
Conference, New York

Mental Health Care Provider Education Program: Los lnvited Speaker
Angeles. Sponsored by the American Psychiatric
Association Office of HIV Psychiatry

American Psychiatric Association Annual Meeting, Workshop Speaker
Atlanta

Association of Gay and Lesbian Psychiatrists Saturday lnvited Speaker
Symposium

Society for the Study of Psychiatry and Culture, San lnvited Speaker
Francisco

2011

2011

2011

American Psychiatric Association Annual Meeting, San
Francisco

National Transgender Health Summit, San Francisco

National Transgender Health Summit, San Francisco

American Psychiatric Association Annual Meeting,
Honolulu, Hl

American Psychiatric Association Annual Meeting,
Honolulu, Hl

World Professional Association for Transgender Health
Biennial Conference, Atlanta, GA

World Professional Association for Transgender Health
Biennial Conference, Atlanta, GA

Symposium
Speaker

lnvited Speaker

lnvited Speaker

Symposium Chair

Symposium
Speaker

lnvited Speaker

lnvited Speaker

2011

2011

2011
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2011

2011

2012

2013

2013

2013

2013

2013

2014

2014

2014

2014

2015

2015

2015

lnvited Speaker

World Professional Association for Transgender Health
Biennial Conference, Atlanta, GA

lnstitute on Psychiatric Services, San Francisco lnvited Speaker

Gay and Lesbian Medical Association Annual Meeting lnvited Speaker

NationalTransgender Health Summit, Oakland, CA lnvited Speaker

National Transgender Health Summit, Oakland, CA lnvited Speaker

National Transgender Health Summit, Oakland, CA lnvited Speaker

American Psychiatric Association Annual Meeting, San lnvited Speaker
Francisco

Gay and Lesbian Medical Association, Denver, CO lnvited Speaker

American Psychiatric Association Annual Meeting, New lnvited Speaker York

lnstitute on Psychiatric Services, San Francisco Moderator

lnstitute on Psychiatric Services, San Francisco lnvited Speaker

lnstitute on Psychiatric Services, San Francisco lnvited Speaker

NationalTransgender Health Summit, Oakland, CA lnvited Speaker

National Transgender Health Summit, Oakland, CA lnvited Speaker

American Psychiatric Association Annual Meeting, Workshop Speaker
Toronto

American Psychiatric Association Annual Meeting, Course Faculty
Toronto

American Psychiatric Association Annual Meeting Course Faculty

World Professional Association for Transgender Health Course Faculty
Global Education lnitiative, Atlanta

World Professional Association for Transgender Health Course Faculty
Global Education lnitiative, Springfield, MO

World Professional Association for Transgender Health Course Faculty
Global Education lnitiative, Fort Lauderdale, FL

World Professional Association for Transgender Health,
GEl, Los Angeles Course Faculty

World Professional Association for Transgender Health

2015

2016

2016

2016

2016

2017
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2017

2018

Surgeon's Training, lrvine, CA Course Faculty

American Urological Association Annual Meeting, San Francisco CA
lnvited Speaker

World Professional Association for Transgender Health GEl, Portland OR,
Course Faculty

2018 World Professional Association for ïransgender Health GEl, Palm Springs,
Course Faculty

2019 American Society for Adolescent Psychiatry Annual Meeting, San Francisco,
Speaker

2019 American Psychiatric Association Annual Meeting, San Francisco, Session
Chair

2020 Psychiatric Congress, lnvited Speaker

INVITED PRESENTATIONS . REGIONAL AND OTHER INVITED PRESENTATIONS

1990 Advanced Group Therapy Seminar, UCLA lnvited Lecturer
Neuropsychiatric lnstitute

1991 Joint Project of the Southern California AIDS lnterfaith Symposium
Council and UCLA School of Medicine Speaker

1991 Joint Project of the Southern California AIDS lnterfaith Workshop Panelist
Council and UCLA School of Medicine

1992 Advanced Group Therapy Seminar, UCLA lnvited Lecturer
Neuropsychiatric I nstitute

1993 UCSF School of Nursing lnvited Lecturer

1995 UCSF/SFGH Department of Medicine Clinical Care lnvited Speaker
Conference

'1996 UCSF School of Nursing lnvited Speaker

'1996 Psychopharmacology for the Primary Care AIDS/Clinician, lnvited Lecturer
series of four lectures, UCSF Department of Medicine

1996 UCSF AIDS Health Project Psychotherapy lnternship
Training Program

1996 UCSF/SFGH Department of Medicine AIDS Quarterly lnvited Speaker
Update
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1 996

1 996

1997

1997

1997

1997

1997

1997

1997

I 998

1 999

I 999

I 999

I 999

1 999

2000

2000

2000

2000

UCSF Langley Porter Psychiatric Hospital and Clinics lnvited Speaker Grand
Rounds

UCSF School of Nursing lnvited Speaker

UCSF Department of Medicine AIDS Program lnvited Speaker

Northern California Psychiatric Society Annual Meeting, Workshop Speaker
Monterey

San Francisco General Hospital Department of Psychiatry lnvited Speaker
Grand Rounds

San Francisco General Hospital Depañment of Psychiatry lnvited Speaker
Grand Rounds

Northern California Psychiatric Society LGBT Committee Chair Fall
Symposium

Progress Foundation, San Francisco lnvited Speaker

San Francisco General Hospital Department of Psychiatry lnvited Speaker
Grand Rounds

Northern California Psychiatric Society Annual Meeting, lnvited Speaker
Santa Rosa

Northern California Psychiatric Society Annual Meeting, lnvited Speaker
Santa Rosa

University of California, Davis, Department of Psychiatry lnvited Speaker Grand
Rounds

California Pacific Medical Center Department of lnvited Speaker Psychiatry
Grand Rounds

San Francisco General Hospital Department of Psychiatry Discussant
Departmental Case Conference

Langley Porter Psychiatric Hospital and Clinics lnvited Speaker
Consultation Liaison Seminar

San Francisco General Hospital, Psychopharmacology lnvited Speaker
Seminar

UCSF Transgender Health Conference, Laurel Heights lnvited Speaker
Conference Center

San Francisco General Hospital, Division of Addiction
Medicine

Psychiatry Course for UCSF Second Year Medical
Students

lnvited Speaker
lnvited Speaker

lnvited Lecturer

Community Consortium Treatment Update Symposium, lnvited Speaker
California Pacific Medical Center, Davies Campus

2000
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2000

2001

2003

2003

2004

2004

2005

2005

2005

2006

2007

2007

2007

2008

2008

2008

2010

2011

2011

2012

2013

2014

2014

San Francisco General Hospital Department of Psychiatry lnvited Speaker
Grand Rounds

Psychiatry Course for UCSF Second Year Medical lnvited Lecturer
Students

Tom Waddell Health Center lnservice lnvited Speaker

San Francisco Veterans Affairs Outpatient Clinic lnvited Speaker

San Francisco General Hospital Psychiatric Emergency lnvited Speaker
Service Clinical Conference

South of Market Mental Health Clinic, San Francisco lnvited Speaker

Northern Psychiatric Psychiatric Society Annual Meeting lnvited Speaker

Equality and Parity: A Statewide Action for Transgender lnvited Speaker HIV
Prevention and Care, San Francisco

San Francisco General Hospital Department of Psychiatry lnvited Speaker
Grand Rounds.

SFGH/UCSF Department of Psychiatry Grand Rounds lnvited Speaker

UCSF Department of Medicine, HIV/AIDS Grand Rounds, lnvited Speaker
Positive Health Program

California Pacific Medical Center LGBT Health lnvited Speaker Symposium,
San Francisco LGBT Community Center

UCSF CME Conference, Medical Management of lnvited Speaker
HIV/AIDS, Fairmont Hotel, San Francisco

UCSF Department of Medicine, Positive Health Program, lnvited Speaker
HIV/AIDS Grand Rounds

San Francisco General Hospital Psychiatry Grand Rounds lnvited Speaker

UCSF CME Conference, Medical Management of lnvited Speaker
HIV/AIDS, Fairmont Hotel, San Francisco

Northern California Psychiatric Society Annual Meeting, lnvited Speaker
Monterey, CA

Transgender Mental Health Care Across the Life Span, lnvited Speaker
Stanford University

San Francisco General Hospital Department of Psychiatry lnvited Speaker
Grand Rounds

UCSF AIDS Health Project lnvited Speaker 2012 San Francisco
Veterans Affairs Medical Center.

Association of Family and Conciliation Courts Conference, lnvited Speaker Los
Angeles, CA

UCSF Transgender Health elective lnvited Speaker

UCSF Department of Psychiatry Grand Rounds lnvited Speaker
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2014

2014

2015

2015

2015

2015

2015

2016

2016

2016

2016

lnvited Speaker
California Pacific Medical Center Department of lnvited Speaker Psychaitry
Grand Rounds

UCLA Semel lnstitute Department of Psychiatry Grand lnvited Speaker
Rounds

UCSF Transgender Health elective lnvited Speaker

Fenway Health Center Boston, MA (webinar) lnvited Speaker

Transgender Health Symposium, Palm Springs lnvited Speaker

Transgender Health Symposium, Palm Springs Co-Chair

Santa Clara Valley Medical Center Grand Rounds lnvited Speaker

UCSF School of Medicine Transgender Health elective lnvited Speaker

Langley Porter Psychiatric lnstitute APC Case Conference lnvited Speaker (2 session
series)

Zuckerberg San Francisco General Department of lnvited Speaker
Psychiatry Grand Rounds

UCSF Mini-Medical School Lectures to the Public lnvited Speaker

2021 Los Angeles County Department of Mental Health, lnvited Speaker

CONTINUING EDUCATION AND PROFESSIONAL DEVELOPMENT ACTIVITIES

2005 Northern California Psychiatric Society

2005 Northern California Psychiatric Society Annual Meeting, Napa

2005 Association of Gay and Lesbian Psychiatrist Annual Conference

2006 Annual Meeting, American Psychiatric Association, Atlanta

2006 Annual Meeting, American Psychiatric Association, Toronto

2006 lnstitute on Psychiatric Services, New York

2007 Association of Gay and Lesbian Psychiatrists Annual Conference

2007 American Psychiatric Association Annual Meeting, San Diego

2007 The Medical Management of HIV/AIDS, a UCSF CME Conference

2008 Society for the Study of Psychiatry and Culture, San Francisco

2009 American Psychiatric Association, San Francisco

2009 World Professional Association for Transgender Health, Oslo, Nonvay

2010 Annual Meeting of the Northern California Psychiatric Society, Monterey, CA
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2011

2011

2011

2011

2011

2012

2013

2013

2013

2014

2014

2015

2015

2015

2016

2016

Transgender Mental Health Care Across the Life Span, Stanford University

National Transgender Health Summit, San Francisco

American Psychiatric Association Annual Meeting, Honolulu, Hl

World Professional Association for Transgender Health Biennial Conference,
Atlanta, GA

lnstitute on Psychiatric Services, San Francisco

Gay and Lesbian MedicalAssociation Annual Meeting, San Francisco

National Transgender Health Summit, Oakland, CA

American Psychiatric Association Annual Meeting, San Francisco

Gay and Lesbian MedicalAssociation, Denver, CO

American Psychiatric Association Annual Meeting, New York

lnstitute on Psychiatric Services, San Francisco

European Professional Association for Transgender Health, Ghent, Belgium

National Transgender Health Summit, Oakland

American Psychiatric Association Annual Meeting, Toronto

American Psychiatric Association Annual Meeting, Atlanta

World Professional Association for Transgender Health, Amsterdam

GOVERNMENT AND OTHER PROFESSIONAL SERVICE

1998 - 2002 City and County of San Francisco Human Rights Member Commission LGBT
Advisory Committee

SERVICE ACTIVIT¡ES SUMMARY
My current service work focuses on developing transgender care at UCSF, nationally, and
internationally.

I worked with urologist Maurice Garcia, MD on developing protocols as well as outcome
measures for the UCSF Transgender Surgery Program at UCSF Medical Center. I am on the
Medical Advisory Board of the UCSF Center of Excellence for Transgender Care, and have
cowritten the mental health section of the original Primary Care Protocols and the new
revision. I have chaired the Mental Health Track of UCSF's National Transgender Health
Summit since its inception in 2011. I am a founder and co-chair of the Gender Team at the
UCSF Alliance Health Project. I helped develop, and participated as a trainer, in the San
Francisco
Department of Public Health provider training program for care of transgender patients and for
mental health assessments for surgery, and have worked in program development for the
SFDPH Transgender Health Services surgery program.
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I am the chair of the American Psychiatric Association Workgroup on Gender Dysphoria, which
developed a CME course fort the 2015 and 2016 APA Annual Meetings, and is now
embarking on a larger educational mission to train American psychiatrists to better care for
transgender patients. I have been leading education efforts in transgender health at APA
meetings since 1998. On the APA Workgroup on Gender Dysphoria, I am a co-author of a
paper of transgender issues that has been approved by the American Psychiatric Association
as a resource document and is in press for the American Journal of Psychiatry. I am also the
sole author of the chapter on transgender care in the American Psychiatric Press's Clinical
Manual of Cultural Psychiatry, Second Edition.

I have been active internationally in transgender health through my work as a member of the
Board of Directors of the World Professional Association for Transgender Health. I am an
author of the WPATH Standards of Care, Version 7, and am Chapter Lead for the Mental
Health Chapter of SOC B.

I chaired of the WPATH Public Policy Committee and was a member of the Global Education
lnitiative, which developed a specialty certification program in transgender health. I helped
plan the 2016 WPATH Amsterdam conference, and was on the scientific committee for the last
four biennial international conferences. I was on the founding committee of USPATH, the
national affiliate of WPATH, and I chaired the inaugural USPATH conference, in Los Angeles
in 2017, As a member of the steering committee of the WPATH Global Educational lnitiative, I

helped train over 2000 health providers in transgender health, and helped develop a board
certification program and examination in transgender health.

UNIVERSITY SERVICE UC SYSTEM AND MULTI.CAMPUS SERVICE

1991 - present HIV/AIDS Task Force Member

1992 - 1993 HIV Research Group Member

1992 - 1997 Space Committee Member

1992 - present Gay, Lesbian and Bisexual lssues Task Force Member

1994 - 1997 SFGH Residency Training Committee Member

1996 - 1997 Domestic Partners Benefits Subcommittee. Chair

1996 - 2000 Chancellor's Advisory Committee on Gay, Lesbian, Member Bisexual
and Transgender lssues.

1996 - 2003 HIV/AIDS Task Force Co-Chair

1996 - 2003 Cultural Competence and Diversity Program Member

2009 - present MedicalAdvisory Board, UCSF Center of Excellence for Member
Transgender Health

2010 - present Steering Committee, Child Adolescent Gender Center Member

2011 - present Mental Health Track, National Transgender Health Summit Chair

DEPARTMENTAL SERVICE

1991 - present San Francisco General Hospital, Department of Psychiatry, Member
HIViAIDS Task Force
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'1992 - 1993 San Francisco General Hospital, Department of Psychiatry, Member HIV
Research Group

1992 - 1997 San Francisco General Hospital, Department of Psychiatry, Member Space
Committee

1992 - 2003 San Francisco General Hospital, Depañment of Psychiatry, Member GLBT
lssues Task Force

1994 - 1997 San Francisco General Hospital, Department of Psychiatry, Member
Residency Training Committee

1996 - 2003 San Francisco General Hospital, Department of Psychiatry, Member Cultural
Competence and Diversity Program

1996 - 2003 San Francisco General Hospital, Department of Psychiatry, Co-Chair
HIV/AIDS Task Force

2012 - 2020 San Francisco Department of Public Health Gender Member Competence
Trainings Committee

2013 - 2020 San Francisco Department of Public Health Transgender Member Health
lmplementation Task Force

2014 - 2020San Francisco General Hospital, Department of Psychiatry, Member Transgender
Surgery Planning Workgroup

PEER REVIEWED PUBLICATIONS

1. Berliner JA, Frank HJL, Karasic D, Capdeville M. Lipoprotein-induced insulin resistance
in aortic endothelium. Diabetes. 1984; 33:1 039-44.

2. Bradberry CW, Karasic DH, Deutch AY, Roth RH. Regionally-specific alterations in
mesotelencephalic dopamine synthesis in diabetic rats: association with precursor
tyrosine. Journal of Neural Transmission. General Section, 1989; 78:221 -9.

3. Targ EF, Karasic DH, Bystritsky A, Diefenbach PN, Anderson DA, Fawzy Fl. Structured
group therapy and fluoxetine to treat depression in H|V-positive persons.
Psychosomatics. 1 994; 35:132-7 .

4. Karasic DH. Homophobia and self-destructive behaviors. The Northern California
Psychiatric Physician. 1996; 37 Nov.-Dec. Reprinted by the Washington State Psychiatric
Society and the Southern California Psychiatric Society newsletters.

5. Karasic D. Anxiety and anxiety disorders. Focus. 1996 Nov; 11(12):5-6. PMID: 12206111

6. Polansky JS, Karasic DH, Speier PL, Hastik KL, Haller E. Homophobia: Therapeutic and
training considerations for psychiatry. Journal of the Gay and Lesbian Medical
Association . 1997 1(1) 41-47.

7. Karasic DH. Progress in health care for transgendered people. Editorial. Journal of the
Gay and Lesbian Medical Association , 4(4) 2000 157-8.

B. Perry S, Karasic D. Depression, adherence to HAART, and survival, Focus: A Guide to
AIDS Research and Counseling . 2002 17(9) 5-6.
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9. Fraser L, Karasic DH, Meyer WJ, Wylie, K. Recommendations for Revision of the DSM
Diagnosis of Gender ldentity Disorder in Adults. lnternational Journal of Transgenderism.
Volume 12, lssue 2. 2010, Pages 80-85.

10. Coleman, E., Bockting,W., Botzer, M., Cohen-Kettenis, P., DeCuypere, G., Feldman,J.,
Fraser, L., Green, J., Knudson, G., Meyer, W., Monstrey, S., Karasic D and 22 others.

(2011). Standards of Care for the Health of Transsexual, Transgender, and Gender
Nonconforming People, 7th Version. lnternational Journal of Transgenderism, 13:165-232,
2011

11. Tsai AC, Karasic DH, et al. Directly Observed Antidepressant Medication Treatment and
HIV Outcomes Among Homeless and Marginally Housed H|V-Positive Adults: A

Randomized Controlled Trial. American Journal of Public Health. February 2013, Vol. 103,

No. 2, pp. 308-315.

12. Tsai AC, Mimmiaga MJ, Dilley JW, Hammer GP, Karasic DH, Charlebois ED, Sorenson
JL, Safren SA, Bangsberg DR. Does Effective Depression Treatment Alone Reduce
Secondary HIV Transmission Risk? Equivocal Findings from a Randomized Controlled
Trial. AIDS and Behavior, October 2013, Volume 17, lssue B, pp 2765-2772.

13. Karasic DH. Protecting Transgender Rights Promotes Transgender Health. LGBT Health.
2016 Aug; 3(4):245-7. PMID: 27458863

14. Winter S, Diamond M, Green J, Karasic D, Reed T, Whittle S, Wylie K. Transgender
people: health at the margins of society. Lancet. 2016 Jul 23;3BB(10042):390-400. doi:
1 0.1 01 6/50140-6736(1 6)00683-8. Review./> PMID: 27323925

15. Grelotti DJ, Hammer GP, Dilley JW, Karasic DH, Sorensen JL, Bangsberg DR, TsaiAC.
Does substance use compromise depression treatment in persons with HIV? Findings
from a randomized controlled trial. AIDS Care.2016 Sep 2:1-7. [Epub ahead of print]/>
PMID: 27590273

16. Strang JF, Meagher H, Kenworthy L, de Vries AL, Menvielle E, Leibowitz S, Janssen A,

Cohen-Kettenis P, Shumer DE, Edwards-Leeper L, Pleak RR, Spack N, Karasic DH,
Schreier H, Balleur A, Tishelman A, Ehrensaft D, Rodnan L, Kuschner ES, Mandel F,

Caretto A, Lewis HC, Anthony LG.
lnitial Clinical Guidelines for Co-Occurring Autism Spectrum Disorder and Gender
Dysphoria or lncongruence in Adolescents. J Clin Child Adolesc Psychol. 2016 Ocl24:1-
11. [Epub ahead of print]/> PMID: 27775428

17. Milrod C, Karasic DH. Age ls Just a Number: WPATH-Affiliated Surgeons'Experiences
and Attitudes Toward Vaginoplasty in Transgender Females Under 1B Years of Age in the
United States. J Sex Med 2017;14:624-634.

18. Karasic, DH & Fraser, L Multidisciplinary Care and the Standards of Care for Transgender and
Gender Non-conforming lndividuals. Schechter, L & Safa, B. (Eds.) Gender Confirmation Surgery,
Clinics in Plastic Surgery Special lssue, Vol 45, lssue 3, pp 295-299.2018
Elsevier,Philadelphia..h"!fp_q;i/-d.çj,--o-rgfi0.1.-0-1.-S.li,-cp-ç-.?919.9-3,9:10

19. Milrod C, Monto M, Karasic DH. Recommending or Rejecting "the Dimple":
WPATHAffiliated Medical Professionals' Experiences and Attitudes Toward Gender-
Confirming Vulvoplasty in Transgender Women. J Sex Med. 2019 Apr;16(a):586-595. doi:
10.1016/j.jsxm.2019.01.316. Epub 2019 Mar 2.
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BOOKS AND CHAPTERS

1. Karasic DH, Dilley JW. Anxiety and depression: Mood and HIV disease. ln: The UCSF
AIDS Health Project Guide to Counseling: Perspectives on Psychotherapy, Prevention,
and Therapeutic Practice. Dilley JW and Marks R, eds. Jossey-Bass. San Francisco,
1998, pp.227-248.

2. Karasic DH, Dilley JW. Human immunodeficiency-associated psychiatric disorders. ln:

The AIDS Knowledge Base, Third Edition. Cohen PT, Sande MA, Volberding PA, eds.
Lippincott-Williams &Wilkens, Philadelphia, 1 999, pp. 577-584.

3. Karasic DH and Drescher J. eds. Sexual and Gender Diagnoses of the Diagnostic and
Statistical Manual (DSM): A Reevaluation. 2005. Haworth Press, Binghamton, NY. (Book
Co-Editor)

4. Karasic DH. Transgender and Gender Nonconforming Patients. ln: Clinical Manual of
Cultural Psychiatry, Second Edition. Lim RF ed. pp 397-410. American Psychiatric
Publishing, Arlington VA. 201 5.

5. Karasic DH. Mental Health Care of the Transgender Patient. ln: Comprehensive Care of
the Transgender Patient, Ferrando CA ed. pp. B-1 1 . Elsevier,2019.

6. Karasic DH. The Mental Health Assessment for Surgery. ln: Gender Confirmation
Surgery- Principles and Techniques for an Emerging Field. Schechter L ed. Springer
Nature, in press 2019.

OTHER PUBLICATIONS

1. Karasic DH, Dilley JW. H|V-associated psychiatric disorders: Treatment issues. ln:
Cohen P, Sande MA, Volberding P, eds., The AIDS Knowledge Base. Waltham, MA: The
Medical Publishing Group/ Massachusetts Medical Society. 1994. pp. 5.31-1-5.

2. Karasic DH, Dilley JW. H|V-associated psychiatric disorders: Clinicalsyndromes and
diagnosis. ln: Cohen P, Sande MA, Volberding P, eds., The AIDS Knowledge Base,
Second Edition. Waltham, MA: The Medical Publishing Group/Massachusetts Medical
Society. 1994 pp. 5.30-1-5.

3. Karasic DH. A primer on transgender care. ln: Gender and sexuality. The Carlat Report
Psychiatry. April 201 2. Vol 10, lssue 4.

4. Karasic D and Ehrensaft D. We must put an end to gender conversion therapy for kids.
Wired.716115.

EXPERT WITNESS AND CONSULTATION ON TRANSGENDER CARE AND RIGHTS
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2008 Consultant, California Department of State Hospitals

2012 Dugan v. Lake, Logan UT

2012 XY v. Ontario hllo:llwww.canlü.orglenlonlonhrlldocl2012l2012hrlo72612012hrlo726.html

2014 Cabading v California Baptist University

2014 CF v. Alberta
hlfo:llv¡ww.canlü.orolenlablabqbldocl201412014abqb23712014abqb237.hlml

2017 United Nations Development Programme consultant, transgender health care and legal
rights in the Republic of Vietnam; Hanoi.

2017- Forsberg v Saskatchewan; Saskatchewan Human Rights v Saskatchewan
20 1 B https ://can I iiconnects.orq/en/summaries I 541 30

https :/icanl i icon nects, orqien/cases/20 1 Sskq b 1 59

2018 United Nations Development Programme consultant, transgender legal rights in
Southeast Asia; Bangkok.

2018 Consultant, California Department of State Hospitals

201 9, 2021 Consultant/Expert, Disability Rig hts Washington

201 9, 2021 Consultant/Expert, AC LU Wash i n gton

2021 Consultant, California Department of Corrections and Rehabilitation

2021 Experl, Kadel v. Folwell, 1 :19-cv-00272 (M.D.N.C.).

2021 Expert., Drew Glass v. City of Forest Park - Case No. 1:20-cv-914 (Southern
District Ohio)

2021-2022 Expert, Brandt et al v. Rutledge etal.4:21-cv-00450 (E.D. Ark.)
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F"XHIRITR_DANKA C BIBLIOGRAPHY

Allen, L. R., Watson, L. 8., Egan, A. M., & Moser, C. N. (201 9). Well-being and suicidality
among transgender youth after gender-affimring hormones. Clinical PracÍice in Pediatric
P sy c ho I o gy, 7 (3), 302-3 I 1 . https ://doi.org/ 1 0. I 03 7/cpp000028 8.

Almazan,4.N., & Keuroghlian, A. S. (2021). Association Between Gender-Affirming Surgeries
and Mental Health Outcomes. JAMA surgery,156(7),61 l-618.
https ://do i.org/ 1 0. I 00 1 /j amasurg. 20 2l .09 52.

American Academy of Child and Adolescent Psychiatry (2019). Statement Responding to Efforts
to ban Evidence-Based Care for Transgender and Gender Diverse Youth, available at
https://www.aacap.orglAACAP/Latest_News/AACAP_Statement_Responding_to Efforts-
to_ban_Evidence-Based_C are_for_Trans gender_and_Gender_D i verse. aspx.

American Academy of Family Physicians (2020). Care for the Transgender and Nonbinary
Patient, available at www.aafp.org/about/policies/allltransgender-nonbinary.html.

American Academy of Pediatrics (2018). Policy Statement: Ensuring Comprehensive Care and

Support for Transgender and Gender Diverse Children and Adolescents, available at
https://pediatrics.aappublications.orglcontent/ I 421 4/ e201 821 62.

American College of Obstetricians and Gynecologists (2021). Committee Opinion No. 823:
Health Care for Transgender and Gender Diverse Individuals, available at
https://www.acog.orglclinical/clinical-guidance/comm ittee-opinion/articles/2021103/health-care-
for-transgender-and-gender-diverse-individuals.

American Medical Association (2012). Letter to National Governor's Association , available at
https ://searchlf.ama-
assn.org/letter/documentDownload?uri:%o2F unstructure d%o2Fbinaryo/o2FleIter%zFLETTERS%2
F 2021 -4-26-B i I l-McBride-opposing-anti-trans-bi I ls-F inal.pdf.

American Psychiatric Association . (2013). Diagnostic and Statistical Manual of Mental
Disorders (5th ed.). Arlington, VA: American Psychiatric Publishing.

American Psychiatric Association (2018). Position Statement on Access to Care for Transgender
and Gender Diverse Individuals, available at https:llwww.psychiatry.org/File%oLÙLibrarylAbout-
APA/Organization-Documents-Policies/Policies/Position-2018-Access-to-Care-for-Transgender-
and-Gender-Diverse-Ind ividuals.pdf.

American Psychological Association (2021). APA Resolution on Gender Identity Change
Efforts, available at https:/lwww.apa.org/about/policy/resolution-gender-identity-change-
efforts.pdf.

American PsychologicalAssociation (2015). Guidelines for psychological practice with
transgender and gender nonconforming people. Amerícan Psychologist, T0, 832-864
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Bauer GR, Scheim AI, Pyne J, Travers R, Hammond R. Intervenable factors associated with
suicide risk in transgender persons: a respondent driven sampling study in Ontario, Canada.
BMC Public Health.2015 Jun 2;15:525. doi: 10.1186/s12889-015-1867-2. PMID: 26032733;
PMCID: PMC4450977.

Brik, T., Vrouenraets, L.J.J.J., de Vries, M.C. et al. (2020). Trajectories of Adolescents Treated
with Gonadotropin-Releasing Hormone Analogues for Gender Dysphoria. Arch Sex

Behav 49,2611-2618, available at https:l/doi.org/10.1007/s 10508-020-01660.

Bustos, V. P., Bustos, S. S., Mascaro, 4., Del Corral, G., Forte, A. J., Ciudad, P., Kim, E. 4.,
Langstein, H. N., & Manrique, O. J. (2021). Regret after Gender-affirmation Surgery: A
Systematic Review and Meta-analysis of Prevalence. Plastic and reconstructive surgery. Global
open, 9(3), e3477, available at https:lldoi.org/i0.1097/GOX.0000000000003477.

Byne, W., Karasic, D.H., Coleman, E., Eyler, A. E., Kidd, J. D., Meyer-Bahlburg, H. F. L.,
Pula, J. (2018). Gender dysphoria in adults: An overview and primer for psychiatrists.
Transgender Heal,th, 3(1), 57 -70, available athttps:/ldoi.org/10.1 089ltrgh.2}l7 .0053.

Coleman, E., Bockting, W., Botzer, M., Cohen-Kettenis, P., DeCuypere, G., Feldman, J., ... &
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IN THE I-INITED STATES DISTRICT COURT
FOR THE SOUTHERN DISTRICT OF WEST VIRGINIA

HUNTINGTON DIVISION

CHRISTOPHER FAIN, et al.,
individually and on behalf of all others
similarly situated,

Plaintffi, CNIL ACTION NO. 3:20-cv-00740
HON. ROBERT C. CHAMBERS

WILLIAM CPIOUCI{, et al.,

Defendanfs

EXPERT REBUTTAL REPORT OF DAN H. KARASIC, M.D.

l. I have been retained by counsel for plaintiffs as an expert in connection with the

above-captioned I itigation.

2. I previously submitted an expeft witness report in this case ("Karasic Report"),

which contains my background and credentials.

3. I have been asked by the Plaintiffs to respond to, rebut, and provide my experl

opinion regarding the report by Dr. Stephen B. Levine ("Levine Report"). I do not address each

and every asseftion made in Dr. Levine's report that I believe to be baseless, misleading, or

mischaracterizations of the scientific literature, as there are many. Instead, my aim is to provide

an explanation of the erroneous premises upon which his conclusions are based.

4. I have actual knowledge of the matters stated herein. If called to testify in this

matter, I would testify truthfully and based on my expert opinions.
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5. I reser¡¿e the right to supplement my opinions, if necessary, as the case proceeds.

An updated bibliography with sources considered in forming the opinions below is attached as

Exhibit A.

GENDBR DYSPHORIA AND ITS TREATMENT

6. I previously explained in my original report the diagnostic criteria treatment and

treatment standards for transgender adolescents and adults. (Karasic Repoft, nnn-26). Because

Dr. Levine's repoft focuses heavily on his concerns about treatment of pre-pubertal children, I

briefly review the relevant diagnostic and treatment protocols for children before responding to

his report specifically.

7. "Gender Dysphoria in Children" is a diagnosis applied only to pre-pubertal

children, in the Diagnostic and Statistical Manual Fifth Edition (DSM-5), released in 2013. The

criteria include "A: A marked incongruence between one's experienced/expressed gender and

assigned gender, of at least 6 months' duration." The diagnosis also requires the presence of

criterion 41, which is "A strong desire to be of the other gender or insistence that one is the other

gender (or some alternative gender different from one's assigned gender." The prior version of

the diagnosis, Gender Identity Disorder of Children, in DSM IV, did not require this A1 criterion

of gender identity, and could be applied solely on the basis of gender atypical behavior. Most

research on persistence and desistance of gender identity in pre-pubeftal children was conducted

in the era of DSM-IV and earlier versions, and applied a broader diagnosis that could be based

only on gender atypical behavior alone, without necessarily a transgender identity.

8. No medical or surgical treatment for gender dysphoria is provided to pre-pubertal

children. Adolescents may be treated with medications to delay the onset of puberfy, which are

also used in children without gender dysphoria, but with early onset of puberly. After ongoing
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work with mental health professionals, adolescents may staft treatment with hormones. Adults

may start hormones after work with a therapist, or after assessment by a primary care provider or

endocrinologist.

9. Mental health professionals, primary care providers, endocrinologists, and

surgeons often work collaboratively, whether in multidisciplinary teams, or with communication

between individual professional practices.

10. Affìrming care for transgender children does not mean steering children in any

particular direction, but rather supporting them through their period of exploration of gender

expression and increasing self-awareness of their identity (Coleman, et al., 2012). For

prepubescent children, no medical or surgical intervention is involved. Instead, interventions are

directed at supporting the child with family, peers, and school.

11. Puberty blockers may be indicated at Tanner Stage 2 of puberty if the onset of

physical changes of pubefty is causing distress. Puberty blockers allow the child time to better

understand their gender identity under the care of a mental health professional, while delaying

distress fì'om the progression of the development of secondary sex characteristics. These

treatments are reversible, and if stopped the youth willundergo a normal puberfy.

12. It is not until later in adolescence, when the adolescent and parents-in consultation

with mental health professionals and pediatricians-have had time to ensure that change in gender

identity is unlikely, that the adolescent may start cross-sex hormones, with the consent of parents

and agreement of mental health and medical professionals.

I 3. Given that prior longitudinal studies included gender nonconforming children who

were not transgender due to the broad criteria for the since-abandoned "gender identity disorder in

children" diagnosis, these studies shed little light into questions of persistence and desistance of
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gender dysphoria in pre-pubeftal children. However, longitudinal studies show that gender

dysphoria in adolescence usually persists (DeVries, et al., 2011). Additionally, no medical

treatment, let alone irreversible medical and surgical interventions, is used prior to puberty, so the

persistence and desistance statistics of pre-pubertal children do not inform the decision whether or

not to initiate these treatments.

14. Data from the Dutch experience with evaluation and care by a multidisciplinary

team, using puberty blockers, followed by hormones and surgery when indicated, show that this

approach appears to result in high satisfaction, a lack of regret, and mental health outcomes similar

to those of a control group that was not transgender. (DeVries, et a1.,2014).

15. In an American prospective study of 104 transgender and nonbinary youth,

treatment with puberty blockers or hormones was associated with 60% less moderate to severe

depression and73o/o less suicidal ideation over 12 months, compared to youth not treated. (Tordofl

et aI.2022).

16. In another United States study, treatment with gender affirming hormones in

transgender youth was associated with a substantial reduction in body dissatisfaction, as well as

improvement on mental health measures (Kuper, etaI.,2020).

17 . Denial of this appropriate care for transgender youth is also opposed by mainstream

organizations responsible for the care of youth, including the American Academy of Pediatrics,

the Academy of Child and Adolescent Psychiatty, and the Pediatric Endocrine Society.

18. Parental support and other social support have been associated with dramatically

less suicidal ideation in transgender people, as has treatment with hormones and completing

medical transition. (Bauer, et al., 2015). Provision of puberty blockers for transgender youth

likewise decreases suicidality (Turban, et al., 2020), The American Academy of Child and
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Adolescent Psychiatry states, "Research consistently demonstrates that gender diverse youth who

are supported to live and/or explore the gender role that is consistent with their gender identity

have better mental health outcomes than those who are not." (AACAP, 2019).

19. Dr. Levine speculates that puberfy-delaying treatment may lead to a series of

negative health effects, in Section C of his report beginning at page 58. V/hile other experts in this

matter will respond to several of those arguments, I explain here why his claims about

"psychosocial effects" and mental health issues are unfounded. Dr. Levine relies heavily on his

own published opinion pieces, rather than on research to support his views. Dr. Levine does cite

a paper on increased mental health symptoms in transgender youth compared to the general

population. (Levine Repoft, \ 144; citing Reisner 2015), but that is not surprising given the

ongoing stigma and discrimination that transgender people face, and Dr. Levine's speculation

about psychological harms of puberty blockers are unfounded. In fact, the use of puberty blockers

has been associated with a substantial decrease in depression and suicidal ideation, when compared

to those untreated (Tordoff, et aI2022).

20. Dr. Levine grossly misrepresents the process of assessment before medical and

surgical interventions for transgender adolescents. Dr. Levine states, "Yet according to WPATH,

perfunctory mental health assessments, which the draft SOC B describe as 'brief assessment

process," are sufficientto approve fmedical and surgical interventions]." (Levine Report,l[ 149).

This is a fabrication by Dr. Levine, as the actualtext of the SOC 8 Adolescent chapter draft says

the opposite. The draft states that a "comprehensive assessment" is necessary. The SOC 8 draft

describes the components of the comprehensive assessment in detail, and advises against more

perfunctory assessments. Dr. Levine cites an anti-WPATH group's editorial about SOC 8, rather
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than the SOC 8 draft itself (Levine Repofi, \149 n.221), to draw conclusions that are diametrically

opposed to what is stated in the SOC 8 Adolescent draft.

DR. LEVINB'S VIEWS ARE OUTSIDE THE MAINSTREAM

21. Dr. Levine's views as described in his report are outside the mainstream of experts

in transgender health and mainstream medical organizations.

22. Dr. Levine was an editor of Standards of Care 5 ("SOC 5") of the Harry Benjamin

Gender Dysphoria Association (the precursor to The World Professional Association of

Transgender Health, "WPATH"), which were released in 1998. After widespread criticism of the

SOC 5, it was replaced by the SOC 6 in just three years. By contrast, the SOC 6 (published in

2001) and SOC 7 (published in2012)have each been used for approximately 10 years. Dr. Levine

was critical of the changes in transgender care since 1998, and has been a critic of modern

transgender care since. His involvement in transgender health in recent years has centered on the

denial of care to transgender people. Dr. Levine's bias and misrepresentations were noted in

Norsworthy v. Beard, in which U.S. District Judge Jon Tigar stated: "The Court gives very little

weight to the opinions of Levine, whose report misrepresents the Standards of Care;

overwhelmingly relies on generalizations about gender dysphoric prisoners, rather than an

individualized assessment of Norsworthy; contains illogical inferences; and admittedly includes

references to a fabricated anecdote."

23. Dr. Levine uses his prior experience with WPATH-over two decades ago-to

burnish his credentials as an expert in transgender health, but otherwise dismisses WPATH as an

"activist," rather than a professional, organizaÍion. Many WPATH members are academics who

publish in peer-reviewed journals. Many are academic leaders in endocrinology, internal

medicine, plastic surgery, urology, psychiatry, psychology, and other disciplines of the health
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sciences. WPATH restricts its full membership to those with professional credentials and most

members are licensed clinicians. The fact that WPATH engages in advocacy on behalf of its

patient population for access to beneficial care is typical of medical associations. For example,

the Arnerican Psychiatric Association advocates for a wide range of public policy changes to

improve access to mental health care, e.g., for migrants and for incarcerated people.l

24. Dr. Levine argues that dissenting views are not tolerated by myself and, in

WPATH. (Levine Repoft, I 69). I have attended several WPATH conferences since 2001, and

have been a member of the Scientific Committees that have reviewed abstract submissions for the

conferences, and the diversity of views presented and discussed have always been notable.

25. Dr. Levine's bias leads him to propound at length his own theories of etiology and

treatment of gender dysphoria (which are unsupported by scientific peer-reviewed literature),

while dismissing the approaches of modern mainstream medicine and pediatrics, as put folward in

academic journals like The Lancet, the American Journal of Psychiatry, the Journal of the

American Medical Association, and the New England Journal of Medicine, as well as by

organizations including the American Medical Association, the American Psychiatric Association,

the American Academy of Pediatrics, and the American Psychological Association. Dr. Levine's

theories should be understood in the context of his own confirmation bias since. as described

I Se¿ American Psychiatric Association. (2019). Position Statement on the Care of Medically
Vulnerable Migrants in the United States. Available at
https ://www.psych iatry. or glF ile%o2\Libr ary l About-APA/O r ganiza|ion-Documents-
Policies/Policies/Position-Care-of-Medically-Vulnerable-Migrants-in-the-US.pdf; American
Psychiatric Association . (2016). Position Statement on Treatment of Substance Use Disorders in
the Criminal Justice System. Available athttps:llwww.psychiatry.orglFileVo2\LibrarylAbout-
APA/Organization-Documents-Policies/Policies/Position-201 6-Substance-Use-Disorders-in-the-
Criminal-Justice-System.pdf; see generally American Psychiatric Association Policy Finder,
available at https:/ lwww.psychiatry.org/home/policy-fi nder.
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below, he misinterprets the literature he cites and disregards the body of literature that contradicts

his views.

26. Dr. Levine points to elevated rates of mental health problems in the transgender

communify, suggesting that being transgender is the cause of these negative outcomes and, thus,

something doctors should try to prevent. (Levine Report, lJll 34, 35). But being transgender is not

something doctors can prevent. And these comments disregard the significant stigma transgender

people continue to face, and stigma is a well-documented risk factor for mental health and

substance use issues.

DR. LEVINE'S ATTEMPTS TO DISCREDIT WPATH AND THE
STANDARDS OF CARE ARE BASELESS

27 . Dr. Levine makes a number of inaccurate assertions regarding the widely accepted

standards of care for treatment of gender dysphoria, as set forth in the WPATH SOC. Contrary to

Dr. Levine's claims and as discussed in my initial report, the WPATH SOC o'are endorsed and

cited as authorilalive by many professional medical associations including the American Medical

Association, the American Academy of Pediatrics, the American Psychiatric Association, the

American Psychological Association, the Endocrine Society, the Pediatric Endocrine Society, the

American College of Obstetrics and Gynecology, the American College of Physicians, and the

World MedicalAssociation, among others." (Karasic Report, n2Ð.

28. Dr. Levine creates a straw man by providing a false description of care under the

WPATH Standards of Care and then attacks it. He either misunderstands the prevailing protocols

or assumes, without basis, that all or most providers disregard them. As a clinician who, unlike

Dr. Levine, actively works with a multitude of clinicians providing care to transgender youth and

8
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adufts, I know firsthand that his characterization of treatment and care for transgender people is

wholly inconsistent with the prevailing practice.

29. Dr. Levine erroneously states that a patient's diagnosis of gender dysphoria is "self-

generated" and "merely recorded" by the provider. (Levine Report, fl 9). This is incorrect. The

critical element of the gender dysphoria diagnosis is the presence of symptoms that meet the

threshold for clinical impairment or distress. The diagnosis of gender dysphoria is codified in the

DSM-5, which is published by the American Psychiatric Association, with attendant criteria.

Psychiatrists and psychologists have many years of training to make diagnoses, which are made

primary by clinical interuiew with the patient. This process is similar to that of diagnosing other

DSM diagnoses, to determine treatment for other disorders. The process of taking a history of

symptoms fi'om a patient is not only used to determine most psychiatric treatment, but also many

medical and pediatric treatments. Clinicians do not'simply defer to the reported experiences of the

patient, but instead use application of professional experience and expertise to assess whether the

patient meets the relevant diagnostic criteria. It is surprising to hear any medical professional

dismiss the importance of taking a good history from a patient. Even medical disorders that rely

on blood tests and imaging for a definitive diagnosis rely first on taking a history to know which

tests to order.

30. Dr. Levine also claims that V/PATH has "downgraded the role of counseling or

psychotherapy as a requirement" for gender-affirming care, and that there is "a crisis of inadequate

or absent mental health assessments prior to" transition. (Levine Report, 175; page 67(D)). There

is no requirement for psychotherapy before gender-affìrming care because it may not be necessary

for the patient, and requiring unnecessary care does not serve a therapeutic goal in medicine.

9
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Rather than being a "downgrade," this allows the flexibility for the provision of the best care to

each individual.

31. Dr. Levine also attempts to suggest that the clinicians who help develop the SOC

have a fìnancial conflict of interest because they also work in the field. (Levine Report, \77). To

clarif', those writing V/PATH Standards of Care are not paid for their efforts. Additionally,

clinical practice guidelines are written by those with expertise and experience in the field, and even

Dr. Levine acknowledges that "clinicians" in the field should be involved. (Levine Report, n77).

For example, clinical practice guidelines for psychiatrists working with people with eating

disorders were written by psychiatrists who work in that field. It would make no sense for clinical

practice guidelines for the care of transgender people to be written by those without experience

doing that work. (American Psychiatric Association ,2006).

32. Dr. Levine also invokes a distinction between the diagnosis in the DSM-5, which

requires either "clinically signifìcant distress or impairment in social, occupational, or other

impoftant areas of functioning," while the World Health Organization's International

Classification of Diseases, 11th Revision ("ICD ll") refers to "gender incongruence." (Levine

Report, I86). The U.S. currently uses ICD-1O-CM, the clinical modification of ICD-10 by the

Centers for Medicaid & Medicare Services, for medical claim reporting. The ICD-10-CM

diagnosis is linked to the Gender Dysphoria diagnosis in DSM-5. ICD-11 is being irnplemented

in other parts of the world but is not expected to be implemented in the U.S. for several years.

33. Dr. Levine is incorrect when he states that the diagnosis is based on a "highly

personal feeling" of incongruence 'onot subject to objective medical criteria." (Levine Report, fl

86). As explained in both my original report and this report above, the diagnosis is performed by

measuring the patient's symptoms according to well-defined diagnostic criteria in the DSM-5.

10

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 118 of 349 PageID #: 4167



While Dr. Levine invokes these arguments to claim that treatment for gender dysphoria cannot

meet the definition of medically necessary care in the Medicaid program and state employee health

plans (Levine Report, \85; id. atn.l24),I have examined those definitions (which are typical of

niedical necessity definitions in many plans I have seen), and gender dysphoria satisfies those

definitions.

34. Dr. Levine points to comments by Drs. Laura Edwards-Leeper and Erica Anderson

claiming that patients are being "rushed" into treatment, and comments by WPATH President-

Elect Dr. Marci Bowers discussing the role of dissent within WPATH. (Levine Repoft, nn23,

146). Butthese doctors'comments were aimed at improvingcare, not banning it. Aftermaking

the comments cited by Dr. Levine, Dr. Bowers and Dr. Anderson were signatories to a letter from

USPATH and WPATH supporting gender-affirming medical care for adolescents with gender

dysphoria and opposing legislation aimed at banning care for transgender adolescents.2 And Dr.

Edwards-Leeper and Dr. Anderson similarly expressed their full support for gender-affirming care

and "disgust" at legislative bans of such care.3 Ultimately, if there are individual doctors who

deviate from the accepted protocols and inappropriately provide carethat is harmful to patients,

medical licensing boards can address that without denying care to those who have been

appropriately assessed and determined to need it.

2 United States Professional Association for Transgender Health and 
'World Professional

Association for Transgender Health. (2021). Joint Letter from USPATH and WPATH. Available
at
https://www.wpath.org/media/cms/Documents lPvblico/o21Policies/2021lJoinfYo2OWPATH%20U
SPATH%20LetterYo20Dated%o20Ocf%2012%202021.pdf; see a/so World Professional
Association for Transgender Health. V/PATH Public Documents. Available at
https ://www.wpath. org/pol ic ies.
3 Laura Edwards-Leeper and Erica Anderson, the Mental Health Establishment is Failing Trans

Kids, Washington Post, Nov. 24,2021, available aÍ
https://www.washingtonpost.com/outlookl212l ll Il24ltrans-kids-therapy-psychologist/.
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35. Dr. Levine cites my evaluations of the Plaintiffs in this case as an example of the

supposed downgrading of mental health assessments under the Standards of Care. (Levine Report,

1[ 75). But clinical interviews with patients are typically used to diagnose other DSM diagnoses

and determine treatment. This widely used assessment tool is not unique to gender dysphoria.

Clinical interviews also are frequently conducted via telehealth platforms and recognized by the

Standards of Care as an appropriate communication mode for a variety of reasons, including as

paft of a response to the global pandemic.

36. Dr. Levine asserts "[i]n my experience most current members of WPATH have

little ongoing experience with the mentally ill." (Levine Report, n7Ð. I do not know what he is

basing this on since he has not been involved with V/PATH in two decades. But it is simply not

true. I have been involved with WPATH for many years and have 35 years of experience treating

people with mental illnesses. And there are many others like me in WPATH. Mental health

providers make up the largest percentage of WPATH's membership. These mental health

professionals are licensed and regulated by state licensing boards, and most provide care to both

cisgender and transgender clients-including those with serious mental illness. Having been

actively involved for three decades as a UCSF professor in the training of psychiatry residents,

internal medicine residents and fellows, and medical students, as well as of mental health and

medical professionals at conferences around the nation, by *y obsen¿ation, the mainstream views

of health professionals on transgender care include widespread acceptance of the WPATH

Standards of Care.

37. As a clinician who, unlike Dr. Levine, actively works with a multitude of clinicians

providing care to transgenderyouth and adults, I am acutely aware of the dedicated professionals

who provide care to transgender people, like the care they provide to others, undertaking serious
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endeavor in trying to provide the best care for their patients according to prevailing standards of

care, not the pushing of a political agenda.

GENDER.AF'FIRMING TCAI, CÄRF" CAN HAVE
LONG.TERM BENEFITS FOR PATIBNTS

38. Dr. Levine claims that there is "no convincing evidence" that gender-affirming care

results in "lasting improvements" to health and well-being. (Levine Report, T 95). This is

incorrect. Dr. Levine may not be convinced, but evidence of benefit has been presented. One

large meta-analysis and listing of studies categorized into whether or not the study shows benefits

is Cornell Universify's "What We Know series, What does the scholarly research say about the

effect of gender transition on transgender well-being?" which lists 5l studies published between

l99l and 2017 that have shown benefits from gender-affirming care. See

https://whatweknow.inequalit)¡.cornell.edu/topics/lgbt-equaliLy/what-does-the-scholarly-

research-say-about-the-well-being-of-transgender-people/ (finding "a robust international

consensus in the peer-reviewed literature that gender transition, including medical treatments such

as hormone therapy and surgeries, improves the overall well-being of transgender individuals").

39. Dr. Levine's claims also are inconsistent with my own decades-long clinical

experience. I have treated people ranging from adolescents to the elderly. Many of my patients

have remained with me for decades, e.g., where a patient is on medications that need to be

monitored, and their medical transition was a positive health care decision not just in the short

term but for the course of their lives.

40. Dr. Levine's asseftions based on anecdotal evidence that "regret" and

"detransition" are starting to mount (Levine Report, TT 38, et seq.) is inconsistent with the data. A

study of everyone receiving gender-affirming surgery in Sweden over 50 years (1960 to 2010)
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found a regret rate of 2.2Yo, declining over the years. There were ten cases of regret from 1960 to

1980, and only fìve cases of regret total in the last 30 years that were reviewed, from 1981-2010.

(Dhejne, et a1.,2014). A meta-analysis of 27 studies which reported regret after gender-affirming

surgery found that of 7928 people having gender-affirming surgery, the regret rate was |Yo.

(Bustos, etal.,202l). Dr.Levinedismissesthisstudy,butonethathecites(Wiepjes,etal20l8)

showed even lower regret rates-0.30%-0.6%. These regret rates are very low, especially in

comparison to rates of regret for a number of surgical procedures that cisgender people undergo.

For example, one study of women who had mastectomy for breast cancer, followed by breast

reconstructive surgely, reported a 47Yo regret rate for having breast reconstruction (Sheehan , et al.,

2008).

41. Dr. Levine's assertion is also at odds with my clinical experience. I have had some

patients who halted their transition due to challenging personal circumstances-e.g., fear of losing

family support-but they still had gender dysphoria. And some came back years later to resume

their transition. But in 30 years, I have never seen a patient who had undergone hormone therapy

and/or surgery and later came to identify with their sex assigned at birth and, thus, regretted the

treatment and wanted to undo its effects.

42. Dr. Levine's assertions that successful transition for transgender individuals "is not

biologically atfainable" (Levine Repoft, fl l8) due to lack of reproductive capacity are untrue.

Some transgender individuals retain reproductive capacity and have children. Transgender

individuals may find other ways to build families, but so do other individuals who need medical

assistance with reproduction or choose to adopt. Reproductive capacity is not what makes a person

a man or a woman, and we do not describe others as less of a man or woman for needing assistance

with family building or choosing not to raise children.
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43. Apparently in support of the unattainable goal of trying to deter people from being

transgender, Dr. Levine makes the wholly unsuppofted statement that transgender people are not

attractive, are unable to form lasting relationships and attract sexual-romantic partners, are not

loved by others, and do not have friends because people will not be comfortable interacting with

them. (Levine Report, 1[I 140, l4l,l42). That may be his own view of transgender people, but it

is not at all consistent with clinical experience, including my own. Many transgender people, when

appropriately treated, lead fulfilling lives, forming romantic relationships and having families, and

having close relationships with friends and extended family.

DR. LBVINE'S MISREPRT,SENTATION OF THE SCIENTIFIC LITERATURE

44. Dr. Levine misrepresents the scientific literature regarding treatment for

transgender people in at least three ways. First, he makes asseftions that run contrary to a large

body of literature, much of which he ignores. For example, Dr. Levine states that mainstream

transgender care, including gender confirming surgery, lacks a "long-term demonstrated efficacy,

and points to a growing risk of harm and regret." (Levine Report, 11 15). In fact, transgender care,

including gender confirming surgery, has been studied extensively, with much evidence of the

effectiveness of such treatment, and of low regret rates. (Cornell "What We Know" systematic

review; see also, e.g., Almazan and Keuroghlian,202l; Colton-Meier, et al.,20ll;Murad, et al.,

201 0; Smith, eÍ. a1.,2005; Pfafflin & Junge, 1998).

45. Second, Dr. Levine cites a number of unscientific sources to support his opinions,

including for example The Federalist, a conservative online magazine; a piece labeled "Opinion"

in Newsweek; https://genderreport.ca, a non-scientific Canadian website; and pieces simply posted

on a website, https://se gm.orgl .
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46. Third, Dr. Levine mischaracterizes a number of the sources he cites. Dr. Levine

discusses research by Cecelia Dhejne (2011) regarding suicidality in transgender people. These

numberswere based on atotal of l0 transgenderpeople in 30 years (1973-2003) who committed

suicide,versus5suicidesinacontrol groupofcisgenderpeople. From 1987-2003,therewasno

statistically significant difference in suicide risk between transgender people and cisgender

controls. The study was not designed to compare people who had gender affirming care with those

who had not, and therefore no conclusions can be drawn from that study about the efficacy of

gender-affirming care. (Levine Report, f 109). In fact, the peer reviewed literature does show a

reduction in suicidality after access to gender-affirming care (Almazan and Keuroghlian 2021;

Tordoffet al.2022) .

47. As an additional example, Dr. Levine critiques an article cited in my original report,

de Vries et al. (2014), suggesting that the study showed poor health outcomes for four participants.

(Levine Repoft, J[39). Once again, Dr. Levine misrepresents the literature. One patient died from

post-surgical necrotizing fasciitis, a bacterial infection that can be a side effect of any surgery. Dr.

Levine falsely suggests that three patients developed obesity and diabetes due to hormone therapy

(id.),but the study only states that three study participants were ineligible for surgery due to those

conditions, and does not report them as side effects of the hormone therapy (de Vries etal.2014).

48. LevinealsocitesC.M.Wiepjes,etal. (2020) inparagraph ll0n.l74of hisrepoft

for the proposition that rates of suicide are similar across all stages of transition. But while this

Dutch study shows a higher suicide rate in transgender patients of the clinic than in the general

population, it also showed a decrease in the suicide rate for transgender women over time, and

made no assertions of the effect of treatment on suicide risk. Finally, Dr. Levine invokes

Bränström and Panchankis as "the most conclusive results" regarding the effects of gender
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affirming care. (Levine Repoft, T l l I et seq.). His argument appears to be that because a

correction was issued as to some findings in the paper, this should be understood as casting doubt

on the efficacy of this care writ large. But there is a broad body of scientific literature establishing

the health benefits of access to gender-confirming care, and Dr. Levine's focus on this particular

article does not affect the breadth of the larger literature establishing that this care is safe and

effective.

49. Dr. Levine also claims that the Endocrine Society "implores researchers to not

conflate biological sex ... with the concept of gender identity." (Levine Repoft, fl 17 (citing

Bhargava 4., et al.)). This both misunderstands the nature of my original testimony, which is that

all people have a collection of sex-related characteristics; and misconstrues Bhargava, which

expressly points readers to the Endocrine Society guidelines for treatment of transgender people.

As I previously explained (Karasic Repoft, T 20), those guidelines expressed caution against the

use of the term "biological sex" as imprecise. (Hembree, et al., 2017).

50. As another example, Dr. Levine attempts to undermine the WPATH Standards of

Care by invoking a decision of the U.S. Department of Health and Human Services involving an

exclusion of coverage for gender-affirming care. (Levine Report, n2Ð. He neglects to mention

this decision was issued as part of the agency's determination that it should remove the exclusion

on coverage for gender-affirming care. Dep't of Health and Human Servs., Departmental Appeals

Board, Appellate Div., NCD 140.3, Transsexual Surgery (2014).

5l . Dr. Levine claims that I prefer to rely upon "systematic reviews of evidence

commissioned and paid for by WPATH." (Levine Repoft, T 28). Other than the WPATH

Standards of Care and WPATH Position Statements, which are organized and released by

WPATH, none of my citations of scientific evidence on the benefits of transgender care are
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"commissioned and paid for by WPATH." The studies cited are the result of independent research

that is submitted to scientific journals and subjected to peer review before publication.

52. Dr. Levine's assertions that the evidence base for treatment of gender dysphoria is

of o'very low quality and unfit tool for clinical decision-making." But this ignores that the quality

of the evidence base for gender-affìrming care is well in line with a variety of other conditions that

are routinely treated. Even the source he cites, Dahlen, et al. 2021, acknowledges that "finding

poor quality fclinical practice guidelines] is not confined to this area of healthcare."

53. Dr. Levine mentions ratings of quality of evidence for transgender care, including

randomized control trials. (Levine Report, T 96). Randomized, controlled, blinded trials of

whether a child or adult is allowed to transition are not possible. Often evidence is derived from

lesser-graded evidence, not only for transgender care, but for many treatments for which

randomized, controlled, blinded trials are not possible.

DR. LEVINB'S DESCRIPTION OF GENDER-AFFIRMING CARE FOR
ADOLBSCENTS WITH GENDNR DYSPHORIA BE,A.RS NO RBSEMBLANCE TO THF:,

PREVAILING TREATMENT PROTOCOLS

54. Dr. Levine offers a description of medical care for adolescents with gender

dysphoria that bears no resemblance to the widely accepted protocols for treatment articulated in

the WPATH Standards of Care 7 ("WPATH SOC") and the Endocrine Society Guideline.

Throughout his report, Dr. Levine claims that doctors who provide medical intewentions to treat

gender dysphoria "are expected to accept a patient's selÊdiagnosis of gender dysphoria," rush to

provide medical interventions without psychiatric assessments of patients, disregard other mental

health and farnily issues that could be causing the patient distress, oppose psychotherapy, and fail

to inform patients and their farnilies of the risks associated with treatment. (See, e.g., Levine, fl

r 48).
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55. Dr. Levine suggests that this is not just an accepted mode of treatment, but

"expected"-but the model he describes is completely at odds with the protocols provided in the

WPATH SOC and the Endocrine Society Guideline:

¡ The protocols provide that before any medical or surgical interventions are provided to

adolescents, a careful mental health assessment should be conducted to ascertain

whether the diagnostic criteria for Gender Dysphoria in Adolescents and Adults are

met and the appropriateness of such care for the patient. (Coleman, et a1.,2012, at l8;

Hembree, et al., 2017, aT 3877).

. The protocols provide for the mental health assessment to evaluate other issues that

may be causing the patient distress. (Coleman, et a1.,2012, at l8 ("Before any physical

interventions are considered for adolescents, extensive exploration of psychological,

family, and social issues should be undertaken."); Hembree, et a1.,2017, at 3876

(clinicians must be able to diagnose psychiatric conditions)).

. The protocols provide that clinicians should ensure that any psychiatric conditions are

appropriately treated and that it is important that mental health care is available to

patients before, during, and sometimes after transitioning. (Hembree, et al., 2017, at

3876,3879.)

o The protocols provide for a rigorous informed consent process that includes informing

the patient and their parents of side effects of treatment, including the potential loss of

fenility. For hormone therapy, in addition to requiring the parents' informed consent,

the adolescent must have "sufficient mental capacity . . . to estimate the consequences

of this (partly) irreversible treatment, weigh the benefits and risks, and give informed

consent." (Hembree, et al., 2017 , at 3878.)
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56. As described above, under the WPATH SOC and Endocrine Society Guideline,

affirming care for transgender youth does not mean steering them in any particular direction, but

rather supporting them through their period of exploration of gender expression and increasing

selÊawareness of their identify. (Coleman, et al., 2012, at 18; Ehrensaft, 2017). The WPATH

SOC 7 makes clear that "[h]ormonal or surgical interuentions are appropriate for some adolescents,

but not for others." (Coleman, ef al., 2012, at 16).

57. There is no basis for Dr. Levine's suggestion that providing gender-affirming

medical care will cause youth with gender dysphoria who would otherwise desist to, instead,

persist. (See, e.g., Levine,IT 139, 154). This claim erroneously relies on the assertion that social

transition in prepubertal children can cause their gender dysphoria to persist into adolescence.

First, contrary to Dr. Levine's suggestion, the fact that there is a correlation between social

transition prior to puberty and persistence does not establish that social transition causes

persistence of gender dysphoria. A recently published study, which Dr. Levine fails to cite, has

found this not to be true. The study authors found that gender identification did not meaningfully

differ before and after social transition. (Rae, et a1.,2019). As a Steensma study reported (see

Steensma, 2013), the intensity of gender dysphoria prior to puberty predicted persistence, and

children with more intense dysphoria were more likely to socially transition. Second, whatever

conclusions can be drawn from these desistance studies about the impact of gender affìrmation on

the persistence rates in prepubertal children, as discussed above, this research does not apply to

adolescents with gender dysphoria, for whom desistance is rare.

58. In addition, Dr. Levine's criticism, particularly with regard to desistance, relies

heavily on studies relying on the now obsolete and overly broad categorizations contained in the

DSM III-R and DSM IV for "Gender Identity Disorder in Children." Impoftantly, one could meet
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criteria for the DSM III-R or DSM-IV diagnosis of gender identity disorder without identif,ing as

transgender because the diagnostic criteria did not require identification with a gender other than

the one assigned to the person at birth. This problem with the diagnosis was remedied with the

new DSM-5 diagnosis of "gender dysphoria in children," which requires a child to have "a strong

desire to be of the other gender or an insistence that one is the other gender (or some alternative

gender different fìom one's assigned gender)." It is therefore not surprising that the children

discussed in the studies cited by Dr. Levine did not identiff as transgender at follow-up as these

children did not necessarily identi$ as transgender to begin with.

59. Dr. Levine cites a survey by Lisa Littman of participants on discussion websites for

parents who opposed their children's gender transition and derived a theory that adolescents

develop "rapid onset gender dysphoria" via "social contagion." This survey has been contradicted

by the World Professional Association for Transgender Health. The survey was of parents'

perception after learning of their children's transgender identity, rather than of the children

themselves, and conflicts with the experience of those who work with the children themselves. No

conclusions can be drawn from the Littman survey other than the fact that some anonymous people

recruited from internet sites who opposed transition care for youth speculate that transgender

identity is due to social contagion. This speculation from anonymous people online does not

constitute a reliable source, and does not establish a true phenomenon. No study to date has

demonstrated that the determinant of gender identity is psychosocial. Moreover, the diagnostic

criteria for gender dysphoria are rigorous and if there were individuals claiming a transgender

identity to fìt into a peer group, they would not meet the criteria for a gender dysphoria diagnosis

let alone be deemed to need medical interventions.
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60. Fufihermore, noting the serious flaws with the Littman survey, a correction to the

article was later published, which noted that, "Rapid-onset gender dysphoria (ROGD) is not a

formal mental health diagnosis at this time" and that the "report did not collect data fi'om the

adolescents and young adults (AYAs) or clinicians and therefore does not validate the

phenomenon." The correction goes on to say that "the term should not be used in any way to imply

that it explains the experiences of all gender dysphoric youth."a

DR. LEVINE OFFERS NO ALTERNATIVE EFFECTIVB TREATMENT
FOR PEOPLE \ryITH GENDER DYSPHORIA

61. Dr. Levine disapproves of existing protocols for treating gender dysphoria, but the

alternative treatments he proposes lack any evidence of effectiveness.

62. Dr. Levine claims there is evidence that psychotherapy can sometimes enable a

return to a gender identity that matches sex assigned at birth but offers nothing but anecdotes of

"reinvestment" in one's sex assigned at birth. (Levine Report, T 88 ("1 and other clinicians have

witnessed reinvestment in the patient's biological sex in some individual patients following a

period of time.")). Efforts were made in the past to assist patients to come to identiSr with their

sex assigned at birth but those efforts have proven to be ineffective and harmful and, thus,

treatment with the goal of changing a person's gender identity is no longer considered ethical.

(Coleman, et al., 2012, at l6; American Psychological Association, 2021).

a Dr. Levine states that I attempted to "suppress the presentation of a key research paper af a
scientific conference." (Levine Repoft, '1Ì 58). This is simply incorrect. Dr. Levine is referring
to the conference abstract by Littman published by the Journal of Adolescent Health in 2017 .

The poster was accepted for a conference sponsored by the Society for Adolescent Health and
Medicine. I was not involved in this conference or organization, and had no awareness of the
abstract, the conference, or the organization that held the conference until after the conference,
and ceftainly made no effort to suppress its presentation at the conference.
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63. But even Dr. Levine admits that there is no scientific support for his preferred

method of withholding care from transgender youth. (Levine Repoft, n37 ('It is true that quality

evidence proving long-term effectiveness of psychotherapy interventions falone] is missing")).

While psychotherapy can provide support with issues that arise in tandem with gender dysphoria,

this approach alone is not a substitute for medical interventions where medically indicated for a

particular patient.

64. Dr. Levine points to "gender-psychotherapy" and "watchful waiting" as alternative

treatment approaches to the existing treatment paradigms outlined in the WPATH SOC and the

Endocrine Society Guideline. (Levine Report, '11 160). While "watchful waiting" is an approach

for prepubertal children followed by some clinicians, it is not an accepted approach used with

adolescents. That is because, while there are studies finding that many prepubertal children

diagnosed with Gender ldentify Disorder (a precursor diagnosis to Gender Dysphoria in Children)

identified with their sex assigned at birth at a later follow up, there is no evidence that gender

dysphoria that continues into adolescence is likely to desist. To the contrary, all of the research

on this topic makes clear that desistance is a prepubertal phenomenon. (,See, e.9., Steensma, 201 l).

Dr. Levine himself admits that his advocacy for watchful waiting is unsupported by scientific

evidence. (Levine, T 160 ("The results of alternative approaches, such as watchful waiting for

children, or gender-psychotherapy, are likewise lacking in long-term evidence.")).

65. Dr. Levine relies significantly on the work of Kenneth Zucker in support of

"watchful waiting." (See, e.g., Levine, I 90). But Zucker recognizes the need for medical

interventions for gender dysphoria in adolescence and does not suggest that watchful waiting is

appropriate for adolescents. (Zucker, et al., 2010). His clinic in Toronto provided puberty blockers

and hormone therapy to adolescents with gender dysphoria. (Zucker, et al.,2010). Similarly, the
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Dutch researchers who coined the term watchful waiting for prepubertal children did the seminal

research on medical interventions for those patients whose gender dysphoria persists until

adolescence and found that puberty blockers, hormones, and later surgery successfully treated

gender dysphoria in the same youth once they were of developmental stage for those treatments.

(de Vries, 20ll; Steensma, 2011; de Vries,2014). The result was that mental health outcomes

significantly improved in the youth who received transition care in the study. Id. Other studies

have also shown improvement in mental health measures in trans youth with gender- affirming

medical treatment. (van der Miesen, et a1.,2020; Kuper, e't a1.,2020). It is important to emphasize

that in the Dutch research, the youth who were going to desist from the gender identity disorder

diagnosis were not treated with medications and surgery, and desistance occurred before puberty.

The youth whose gender dysphoria persisted to puberty, and who were therefore treated, did not

have a reversion to the gender identity congruent with sex assigned at birth, nor did any research

participants who transitioned experience regret at doing so.

66. Dr. Levine admits that "alternative approaches" to gender affìrming care lack

evidence but then states "psychotherapy is a promising intervention for young people." (Levine

Report, 1T 160). Some young people, transgender or not, benefit from psychotherapy, whicli is not

a new treatment for those in distress. However, this therapy does not change gender identity, and

is not a substitute for gender-affirming medical and surgical care in those where such interventions

are medically indicated. Dr. Levine appears to endorse psychotherapy for the purpose of

attempting to persuade transgender youth that they are not transgender. Gender identity change

efforts, or conversion therapy, have been rejected by major mental health organizations as harmful

and unethical, including the American Psychological Association and the American Psychiatric

Association.
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67. Dr. Levine assefts that a number of countries "have either stopped or sharply

curtailed" gender-affirming care. (Levine, T 102). But none of the countries he discussed-U.K.,

Finland, or Sweden-has banned care. Sweden, in response to the Bell v. Tavistock court decision

in the U.K. (since overuled), made a decision to stop initiating gender-affirming rnedical

interventions to minors outside of the context of research protocols, but to continue to provide care

to existing patients. In none of these countries has a law banning transition care to minors been

enacted and in none of these countries is gender-affinning care for minors unavailable.

68. The suggestion that adolescents can just wait until they are l8 years old to get care

ignores the harm of not providing the care. Allowing endogenous puberty to advance is not a

neutral decision. For many adolescents, the development of secondary sex characteristics that do

not match their gender identity can have a severe negative impact on their mental health and can

exacerbate lifelong dysphoria because some of those characteristics are impossible to change later

through surgeries.

69. As I explained in my original report, the overarching goal of treatment is to

eliminate the distress of gender dysphoria by aligning an individual patient's body and presentation

with their internal sense of self. The denial of medically indicated care to transgender people not

only results in the prolonging of their gender dysphoria, but causes additional distress and poses

other health risks, such as depression, posttraumatic stress disorder, and suicidality. The

prevalence of these mental health conditions is widely thought to be a consequence of minority

stress, the chronic stress from coping with societal stigma and discrimination because of one's

identity, including gender identity and gender expression. (American Medical Association,20l9).

In other words, lack of access to gender affinning care directly contributes to poorer mental health

outcomes for transgender people. (Owen-Smith, et al., 20 | 8).
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DR. LEVINB DRAWS INAPPROPRIATE CONCLUSIONS FROM THE
NIIMBBRS AND SEX-RATIOS O GF],NDE,R CLINIC REF'ERRALS

70. Dr. Levine references the increase in the numbers of referrals to gender clinics, and

changes in sex ratios of patients. (Levine, IT 59, 9l). As an initial matter, in his caricature of

doctors pushing medical transition, Dr. Levine says the field is ignoring and avoiding exploration

of these developments. (Levine, ll59). That is not the case. Indeed, the draft WPATH SOC, 8th

revision Adolescent chapter specifically discusses the increase in referrals to gender clinics and

the sex ratios of these young patients. (,See WPATH SOC Draft for Public Comment - Adolescent,

Dec.202l, aÍ.1,3-4). But Dr. Levine draws unsupporled conclusions about the rise in number of

referrals and changes in sex ratios observed in some clinics. He claims this means adolescents are

rapidly adopting a transgender identity only to change their mind later, leading them to undergo

irreversible medical treatments they later regret. This conclusion is unfounded.

71. The rise in numbers of referrals is hardly surprising given the greater awareness on

the part of youth and their parents of what gender dysphoria is and that care is available, as well

as the signifìcant increase in the number of clinics available to provide care. In addition, the stigma

associated with being transgender, while still significant, has lessened in recent years. Coming out

to parents and seeking care are options that did not exist for many youth until recently, so an

increase in numbers of referrals to gender clinics is not surprising.

72. While increases in numbers and changes in sex ratios of patients referred to some

gender clinics have been reported, since the number of patients referred to gender clinics reflects

only a small fraction of the people identifying as transgender, these changes may reflect changes

in referral patterns to clinics rather than changes in the number of people identifing as

transgender.
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73. Sex ratios of patients vary from clinic to clinic and over time. When I was the

psychiatrist for the Dimensions Clinic for transgender youth in San Francisco from 2003 to 2020,

a consistent majority of my patients were assigned female at birth. Other clinics have had more

assigned male at birth patients. The rise in numbers and percentage of patients assigned female at

birth observed at some clinics in recent years is not surprising given the historical development of

the study of gender dysphoria in youth. The first large American study of gender non-conforming

youth was the Feminine Boy Study at UCLA. There was significant societal discomfort with and

rejection of boys who departed from sex stereotypes-the director of the study referred to them as

"sissy boys" in the book resulting from the study-and these boys often experienced bullying from

peers. In this context, boys who were perceived to be effeminate were the population brought in

to psychiatrists by their parents and were the population that was initially studied by researchers.

(Green, 1987). Parents were not as concerned about gender non-conforming girls as they were

more socially accepted. There was also less awareness among the generalpublic of the existence

of transgender males and that transitioning was an option for individuals assigned female at birth

who were experiencing gender dysphoria. The increase in awareness in recent decades made it

possible for individuals who ultimately came to identifu as transgender men to come out and seek

care

CONCLUSION

74. Dr. Levine presents a perspective on transgender health that is far fi'om the

mainstream medicine and mental health practices. The practice of transgender health and the

medical necessity of the provision of health care to treat gender dysphoria is well established.

Transgender patients benefit from their healthcare, regret rates are very low, and the treatrnents
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endorsed by mainstream medicine have been shown to improve quality of life, decrease distress,

and decrease suicidality.

*lr*
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I declare under penalty of perjury under the laws of the United States of America that the

foregoing is true and corrected.

Executed this 17 day of March,2022.

'a
Dan H. Karasic, M.D
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Subscribed and sworn before me, a Notary Public in and for the Côr Inty of Norfolk , State of

Viroinia , this 17 day of March ,2022

M* f¿ctrrét
Sgnature of Notary

This notarial act was performed online by way of
two-way audio/video communication technology.

KETSIA IvICCLEASE
Electronic Notary Public

Commonwealth of VirginÍa
Registratlon No. 327724

À{y Commission Expires Apr 30, 2023
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Dyspho
Gen

ln this Chaptef, there is one overarching diagnosis of gender dysphoria, with sepa-
rate developmentally appropriate criteria sets for children and for adolescents and adults.
The area of sex and gender is highly controversial and has led to a proliferation of terms
whose meanings vary over time and within and between disciplines. An additional source
of confusion is that in English "sex" connotes both male/female and sexuality. This chapter
employs constructs and terms as they are widely used by clinicians from various disci-
plines with specialization in this area. In this chapter, sex and sexuøI refer to the biological
indicators of male and female (understood in the context of reproductive capacity), such
as in sex chromosomes, gonads, sex hormones, and nonambiguous internal and external
genitalia. Disorders of sex development denote conditions of inborn somatic deviations of
the reproductive tract from the norm and/or discrepancies among the biological indica-
tors of male and female. Cross-sex hormone treatment denotes the use of feminizing hor-
mones in an individual assigned male at birth based on traditional biological indicators or
the use of masculinizing hormones in an individual assigned female at birth.

The need to introduce the term gender arose with the realization that for individuals
with conflicting or ambiguous biological indicators of sex (i.e., "intersex"), the lived role in
society and/or the identification as male or female could not be uniformly associated with
or predicted from the biological indicators and, later, that some individuals develop an
identity as female or male at variance with their uniform set of classical biological indica-
tors. Thus,gender is used to denote the public (and usually legally recognized) lived role as
boy or girl, man or woman, but, in contrast to certain social constructionist theories, biolog-
ical factors are seen as contributing, in interaction with social and psychological factors, to
gender development. Gender assignment refers to the initial assignment as male or female.
This occurs usually at birth and, thereby, yields the "natal gendet." Gender-atypicøl refers to
somatic features or behaviors that are not typical (in a statistical sense) of individuals with
the same assigned gender in a given society and historical era; for behavior, gen der-noncon-

forming is an alternative descriptive term. Gender reassignment denotes an official (and usu-
ally legal) change of gender. Gender identity is a category of social identity and refers to an
individual's identification as male, female, or, occasionally, some category other than male
or female. Gender dysphoria as a general descriptive term refers to an individual's affective/
cognitive discontent with the assigned gender but is more specifically defined when used
as a diagnostic category. Transgender refers to the broad spectrum of individuals who tran-
siently or persistently identify with a gender different from their natal gender. Transsexual
denotes an individual who seeks, or has undergone, a social transition from male to female
or female to male, which in many, but not all, cases also involves a somatic transition by
cross-sex hormone treatment and genital surgery (sex reassignment surgery).

Gender dysphoria refers to the distress that may accompany the incongruence between
one's experienced or expressed gender and one's assigned gender. Although not all indi-
viduals will experience distress as a result of such incongruence, many are distressed if the
desired physical interventions by means of hormones and/or surgery are not available.
The current term is more descriptive than the previous DSM-IV term gender identity disor-
der and focuses on dysphoria as the clinical problem, not identify per se.

451
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452 Gender Dysphoria

Gender Dysphor¡a
Diagnostic Criteria

Gender Dysphoria in Children 302.6 (F64.2)
A. A marked incongruence between one's experienced/expressed gender and assigned

gender, of at least 6 months' duration, as manifested by at least six of the following
(one of which must be Criterion A1):

1. A strong desire to be of the other gender or an insistence that one is the other gen-
der (or some alternative gender different from one's assigned gender).

2. ln boys (assigned gender), a strong preference for cross-dressing or simulating fe-
male attire; or in girls (assigned gender), a strong preference for wearing only typ-
ical masculine clothing and a strong resistance to the wearing of typical feminine
clothing.

3. A strong preference for cross-gender roles in make-believe play or fantasy play.
4, A strong preference for the toys, games, or activities stereotypically used or en-

gaged in by the other gender.

5. A strong preference for playmates of the olher gender.

6. ln boys (assigned gender), a strong rejection of typically masculine toys, games,
and activities and a strong avoidance of rough-and-tumble play; or in girls (as-
signed gender), a strong rejection of typically feminine toys, games, and activities.

7. A strong dislike of one's sexual anatomy.
L A strong desire for the primary and/or secondary sex characteristics that match

one's experienced gender.

B. The condition is associated with clinically significant distress or impairment in social,
school, or other important areas of functioning.

Specily it:
With a disorder of sex development (e.9., a congenital adrenogenital disorder such
as255.2 [E25.0] congenital adrenal hyperplasia or 259.50 [E34.50] androgen insensi-
tivity syndrome).

Coding note: Code the disorder of sex development as well as gender dysphoria.

Gender Dysphoria in Adolescents and Adults 302.85 (F64.1)
A. A marked incongruence between one's experienced/expressed gender and assigned

gender, of at least 6 months' duration, as manifested by at least two of the following:

1. A marked incongruence between one's experienced/expressed gender and pri-
mary and/or secondary sex characteristics (or in young adolescents, the antici-
pated secondary sex characteristics).

2. A strong desire to be rid of one's primary and/or secondary sex characteristics be-
cause of a marked incongruence with one's experienced/expressed gender (or in
young adolescents, a desire to prevent the development of the anticipated second-
ary sex characteristics).

3. A strong desire for the primary and/or secondary sex characteristics of the other
gender.

4. A strong desire to be of the olher gender (or some alternative gender different from
one's assigned gender).

5. A strong desire to be treated as the other gender (or some alternative gender dif-
ferent from one's assigned gender).

6. A strong conviction that one has the typical feelings and reactions of the other gen-
der (or some alternative gender ditferent from one's assigned gender).
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B. The condition is associated with clinically significant distress or impairment in social,
occupational^or other important areas of functioning.

Specify ii:
With a disorder of sex development (e.9., a congenital adrenogenital disorder such
as 255.2 [E25.0] congenital adrenal hyperplasia or 259.50 [E34.50] androgen insensi-
tivity syndrome).

Coding note: Code the disorder of sex development as well as gender dysphoria.

Specify il:
Posttransition: The individual has transitioned to full-time living in the desired gender
(with or without legalization of gender change) and has undergone (or is preparing to
have) at least one cross-sex medical procedure or treatment regimen-namely, regu-
lar cross-sex hormone treatment or gender reassignment surgery confirming the desired
gender (e.9., penectomy, vaginoplasty in a natal male; mastectomy or phalloplasty in
a natalfemale).

Specifiers
The posttransition specifier may be used in the context of continuing treatment procedures
that serve to support the new gender assignment.

Diagnostic Features
lndividuals with gender dysphoria have a marked incongruence between the gender they
have been assigned to (usually at birth, referred to as natal gender) and their experienced/
expressed gender. This discrepancy is the core component of the diagnosis. There must
also be evidence of distress about this incongruence. Experienced gender may include al-
ternative gender identities beyond binary stereotypes. Consequently, the distress is not
limited to a desire to simply be of the other gender, but may include a desire to be of an al-
temative gender, provided that it differs from the individual's assigned gender.

Gender dysphoria manifests itself differently in different age groups. Prepubertal natal
girls with gender dysphoria may express the wish to be a boy, assert they are a boy, or as-
sert they will grow up to be a man. They prefer boys' clothing and hairstyles, are often
perceived by strangers as boys, and may ask to be called by a boy's name. Usually, they dis-
play intense negative reactions to parental attempts to have them wear dresses or other
feminine attire. Some may refuse to attend school or social events where such clothes are
required. These girls may demonstrate marked cross-gender identification in role-playing,
dreams, and fantasies. Contact sports, rough-and-tumble play, traditional boyhood games,
and boys as playmates are most often preferred. They show little interest in stereotypically
feminine toys (e.9., dolls) or activities (e.g., feminine dress-up or role-play). Occasionally,
they refuse to urinate in a sitting position. Some natal girls may express a desire to have a
penis or claim to have a penis or that they will grow one when older. They may also state that
they do not want to develop breasts or menstruate.

Prepubertal natal boys with gender dysphoria may express the wish to be a girl or as-

sert they are a girl or that they will grow up to be a woman. They have a preference for
dressing in girls'or women's clothes or may improvise clothing from available materials
(e.g., using towels, aprons, and scarves for long hair or skirts). These children may role-
play female figures (e.g., playing "mother") and often are intensely interested in female
fantasy figures. Traditional feminine activities, stereotypical games, and pastimes (e.g.,
"playing house"; drawing feminine pictures; watching television or videos of favorite fe-
male characters) are most often preferred. Stereotypical female-type dolls (e.g., Barbie) are
often favorite toys, and girls are their preferred playmates. They avoid rough-and-tumble
play and competitive sports and have little interest in stereotypically masculine toys (e.9.,
cars, trucks). Some may pretend not to have a penis and insist on sitting to urinate. More
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rarely, they may state that they find their penis or testes disgusting, that they wish them re-
moved, or that they have, or wish to have, a vagina.

In young adolescents with gender dysphoria, clinical features may resemble those of
children or adults with the condition, depending on developmental level. As secondary
sex characteristics of young adolescents are not yet fully developed, these individuals may
not state dislike of them, but they are concemed about imminent physical changes.

In adults with gender dysphoria, the discrepancy between experienced gender and
physical sex characteristics is often, but not always, accompanied by a desire to be rid of
primary and/or secondary sex characteristics and/or a strong desire to acquire some pri-
mary and/or secondary sex characteristics of the other gender. To varying degrees, adults
with gender dysphoria may adopt the behavior, clothing, and mannerisms of the experi-
enced gender. They feel uncomfortable being regarded by others, or functioning in soci-
ety, as members of their assigned gender. Some adults may have a strong desire to be of a
different gender and treated as such, and they may have an inner certainÇ to feel and re-
spond as the experienced gender without seeking medical treatment to alter body char-
acteristics. They may find other ways to resolve the incongruence between experienced,/
expressed and assigned gender by partially living in the desired role or by adopting a gen-
der role neither conventionally male nor conventionally female.

Associated Features Supporting Diagnosis
When visible signs of puberty develop, natal boys may shave their legs at the first signs of
hair growth. They sometimes bind their genitals to make erections less visible. Girls may
bind their breasts, walk with a stoop, or use loose sweaters to make breasts less visible. In-
creasingly, adolescents request, or may obtain without medical prescription and supervi-
sion, hormonal suppressors ("blockers") of gonadal steroids (e.g., gonadotropin-releasing
hormone tGnRHl analog, spironolactone). Clinically referred adolescents often want hor-
mone treatment and many also wish for gender reassignment surgery. Adolescents living in
an accepting environment may openly express the desire to be and be treated as the experi-
enced gender and dress partly or completely as the experienced gender, have a hairstyle typ-
ical of the experienced gender, preferentially seek friendships with peers of the other gender,
and/or adopt a new first name consistent with the experienced gender. Older adolescents,
when sexually active, usually do not show or allow parbrers to touch their sexual organs. For
adults with an aversion toward their genitals, sexual activity is constrained by the preference
that their genitals not be seen or touched by their parbrers. Some adults may seek hoûnone
treatment (sometimes without medical prescription and supervision) and gender reassign-
ment surgery. Others are satisfied with either hormone treatment or surgery alone.

Adolescents and adults with gender dysphoria before gender reassignment are at in-
creased risk for suicidal ideation, suicide attempts, and suicides. After gender reassign-
ment, adjustment may vary, and suicide risk may persist.

Prevaience
For natal adult males, prevalence ranges from 0.005% to 0.074"/", and for natal females,
from 0.002% to 0.003%. Since not all adults seeking hormone treatment and surgical reas-
signment attend specialty clinics, these rates are likely modest underestimates. Sex differ-
ences in rate of referrals to specialty clinics vary by age group. In children, sex ratios of
natal boys to girls range from 2:1. to 4,5:7.In adolescents, the sex ratio is close to parity; in
adults, the sex ratio favors natal males, with ratios ranging from 1:1 to 6.1:1. In two coun-
tries, the sex ratio appears to favor natal females (Japan: 2.2:7;Poland: 3.4:1).

Development and Course
Because expression of gender dysphoria varies with age, there are separate criteria sets for
children versus adolescents and adults. Criteria for children are defined in a more con-
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crete, behavioral manner than those for adolescents and adults. Many of the core criteria
draw on well-do,cumented behavioral gender differences between typically developing
boys and girls. Young children are less likely than older children, adolescents, and adults
to express extreme and persistent anatomic dysphoria. In adolescents and adults, incon-
gruence between experienced gender and somatic sex is a central feature of the diagnosis.
Factors related to distress and impairment also vary with age. A very young child may
show signs of distress (e.g., intense crying) only when parents tell the child that he or she

is "really" not a member of the other gender but only "desires" to be. Distress may not be
manifest in social environments supportive of the child's desire to live in the role of the
other gender and may emerge only if the desire is interfered with. In adolescents and
adults, distress may manifest because of strong incongruence between experienced gender
and somatic sex. Such distress may, however, be mitigated by supportive environments and
knowledge that biomedical treatments exist to reduce incongruence. Impairment (e.g.,

school refusal, development of depression, anxiety, and substance abuse) may be a conse-

quence of gender dysphoria.

Gender dysphoria without a disorder of sex development. For clinic-referred children,
onset of cross-gender behaviors is usually between ages 2 and 4 years. This corresponds to
the developmental time period in which most typically developing children begin ex-
pressing gendered behaviors and interests. For some preschool-age children, both perva-
sive cross-gender behaviors and the expressed desire to be the other gender may be
present, or, more rarely, labeling oneself as a member of the other gender may occur. In
some cases, the expressed desire to be the other gender appears later, usually at entry into
elementary school. A small minority of children express discomfort with their sexual anat-
omy or will state the desire to have a sexual anatomy corresponding to the experienced
gender ("anatomic dysphoria"). Expressions of anatomic dysphoria become more com-
mon as children with gender dysphoria approach and anticipate puberty.

Rates of persistence of gender dysphoria from childhood into adolescence or adulthood
vary. In natal males, persistence has ranged from2.2o/o to 30%. In natal females, persistence
has ranged froml2"/" to 50%. Persistence of gender dysphoria is modestly correlated with
dimensional measures of severity ascertained at the time of a childhood baseline assess-

ment. In one sample of natal males, lower socioeconomic background was also modestly
correlated with persistence. It is unclear if particular therapeutic approaches to gender
dysphoria in children are related to rates of long-term persistence. Extant follow-up sam-
ples consisted of children receiving no formal therapeutic intervention or receiving ther-
apeutic interventions of various types, ranging from active efforts to reduce gender
dysphoria to a more neutral, "watchful waiting" approach. It is unclear if children "en-
couraged" or supported to live socially in the desired gender will show higher rates of per-
sistence, since such children have not yet been followed longitudinally in a systematic
manner. For both natal male and female children showing persistence, almost all are

sexually attracted to individuals of their natal sex. For natal male children whose gender

dysphoria does not persist, the majoúty are androphilic (sexually attracted to males) and of-
ten self-identify as gay or homosexual (ranging f.rom 63o/o to 100%). In natal female chil-
dren whose gender dysphoria does not persist, the percentage who aregynephilic (sexually

attracted to females) and self-identify as lesbian is lower (ranging from32Yo to 50%).

In both adolescent and adult natal males, there are two broad trajectories for develop-
ment of gender dysphoria: early onset and late onset. Early-onset gender dysphoriø starts in
childhood and continues into adolescence and adulthood; or, there is an intermittent pe-
riod in which the gender dysphoria desists and these individuals self-identif as gay or ho-
mosexual, followed by recurrence of gender dysphoria. Late-onset gender dysphoria occurs
around puberty or much later in life. Some of these individuals report having had a desire
to be of the other gender in childhood that was not expressed verbally to others. Others do
not recall any signs of childhood gender dysphoria. For adolescent males with late-onset
gender dysphoria, parents often report surprise because they did not see signs of gender
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dysphoria during childhood. Expressions of anatomic dysphoria are more common and
salient in adolescents and adults once secondary sex characteristics have developed.

Adolescent and adult natal males with early-onset gender dysphoria are almost al-
ways sexually attracted to men (androphilic). Adolescents and adults with late-onset gen-

der dysphoria frequently engage in transvestic behavior with sexual excitement. The
majority of these individuals are gynephilic or sexually attracted to other posttransition
natal males with late-onset gender dysphoria. A substantial percentage of adult males
with late-onset gender dysphoria cohabit with or are married to natal females. After gen-

der transition, many self-identify as lesbian. Among adult natal males with gender dyspho-
ria, the early-onset group seeks out clinical care for hormone treatment and reassignment
surgery at an earlier age than does the late-onset group. The late-onset group may have more
fluctuations in the degree of gender dysphoria and be more ambivalent about and less

likely satisfied after gender reassignment surgery.
In both adolescent and adult natal females, the most common course is the early-onset

form of gender dysphoria. The late-onset form is much less common in natal females com-
pared with natal males. As in natal males with gender dysphoria, there may have been a

period in which the gender dysphoria desisted and these individuals self-identified as les-

bian; however, with recurrence of gender dysphoria, clinical consultation is sought, often
with the desire for hormone treatment and reassignment surgery. Parents of natal adoles-
cent females with the late-onset form also report surprise, as no signs of childhood gender
dysphoria were evident. Expressions of anatomic dysphoria are much more common and
salient in adolescents and adults than in children.

Adolescent and adult natal females with early-onset gender dysphoria are almost
always gynephilic. Adolescents and adults with the late-onset form of gender dysphoria
ur" ,tr..tally androphilic and after gender transition self-identify as gay men. Natal females
with the late-onset form do not have co-occurring transvestic behavior with sexual ex-
citement.

Gender dysphoria in association with a disorder of sex development. Most individuals
with a disorder of sex development who develop gender dysphoria have already come to
medical attention at an early age. For many, starting at birth, issues of gender assignment
were raised by physicians and parents. Moreover, as infertility is quite common for this
group, physicians are more willing to perform cross-sex hormone treatments and genital
surgery before adulthood.

Disorders of sex development in general are frequently associated with gender-atypi-
cal behavior starting in early childhood. However, in the majority of cases, this does not
lead to gender dysphoria. As individuals with a disorder of sex development become
aware of their medical history and condition, many experience uncertainty about their
gender, as opposed to developing a firm conviction that they are another gender. How-
ever, most do not progress to gender transition. Gender dysphoria and gender transition
may vary considerably as a ftrnction of a disorder of sex development, its severity, and as-

signed gender.

Risk and Prognost¡c Factors
Temperamental. For individuals with gender dysphoria without a disorder of sex de-
velopment, atypical gender behavior among individuals with early-onset gender dyspho-
ria develops in early preschool age, and it is possible that a high degree of atypicality
makes the development of gender dysphoria and its persistence into adolescence and
adulthood more likely.

Environmental. Among individuals with gender dysphoria without a disorder of sex de-
velopment, males with gender dysphoria (in both childhood and adolescence) more com-
monly have older brothers than do males without the condition. Additional predisposing

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 152 of 349 PageID #: 4201



Gender Dysphoria 457

factors under consideration, especially in individuals with late-onset gender dysphoria (ad-

olescence, adult\ood), include habitual fetishistic transvestism developing into autogyne-
philia (i.e., sexual arousal associated with the thought or image of oneself as a woman) and
other forms of more general social, psychological, or developmental problems.

Genetic and physiological. For individuals with gender dysphoria without a disorder of
sex development, some genetic contribution is suggested by evidence for (weak) familial-
ity of transsexualism among nontwin siblings, increased concordance for transsexualism
in monozygotic compared with dizygotic same-sex twins, and some degree of heritability
of gender dysphoria. As to endocrine findings, no endogenous systemic abnormalities in
sex-hormone levels have been found in 46,XY individuals, whereas there appear to be in-
creased androgen levels (in the range found in hirsute women but far below normal male
levels) in 46,XX individuals. Overall, current evidence is insufficient to label gender dys-
phoria without a disorder of sex development as a form of intersexuality limited to the cen-

tral nervous system.
In gender dysphoria associated with a disorder of sex development, the likelihood of

later gender dysphoria is increased if prenatal production and utilization (via receptor
sensitivity) of androgens are grossly atypical relative to what is usually seen in individuals
with the same assigned gender. Examples include 46,XY individuals with a history of nor-
mal male prenatal hormone milieu but inbom nonhormonal genital defects (as in cloacal
bladder exstrophy or penile agenesis) and who have been assigned to the female gender.
The likelihood of gender dysphoria is further enhanced by additional, prolonged, highly
gender-atypical postnatal androgen exposure with somatic virilization as may occur in fe-
male-raised and noncastrated 46,XY individuals with S-alpha reductase-2 deficiency or
l7-beta-hydroxysteroid dehydrogenase-3 deficiency or in female-raised 46,XX individuals
with classical congenital adrenal hyperplasia with prolonged periods of non-adherence to
glucocorticoid replacement therapy, However, the prenatal androgen milieu is more
closely related to gendered behavior than to gender identity. Many individuals with dis-
orders of sex development and markedly gender-atypical behavior do not develop gender
dysphoria. Thus, gender-atypical behavior by itself should not be interpreted as an indi-
cator of current or future gender dysphoria. There appears to be a higher rate of gender
dysphoria and patient-initiated gender change from assigned female to male than from as-

signed male to female in 46,XY individuals with a disorder of sex development.

Gulture-Related Diagnostic lssues
Individuals with gender dysphoria have been reported across many countries and cul-
tures. The equivalent of gender dysphoria has also been reported in individuals living in
cultures with institutionalized gender categories other than male or female. It is unclear
whether with these individuals the diagnostic criteria for gender dysphoria would be met.

Diagnostic Markers
Individuals with a somatic disorder of sex development show some correlation of final
gender identity outcome with the degree of prenatal androgen production and utillzation.
However, the correlation is not robust enough for the biological factor, where ascertain-
able, to replace a detailed and comprehensive diagnostic interview evaluation for gender
dysphoria.

Functional Gonsequences of Gender Dysphoria
Preoccupation with cross-gender wishes may develop at all ages after the first 2-3 years of
childhood and often interfere with daily activities. In older children, failure to develop
age-typical same-sex peer relationships and skills may lead to isolation from peer groups
and to distress. Some children may refuse to attend school because of teasing and harass-
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ment or pressure to dress in attire associated with their assigned sex. Also in adolescents
and adults, preoccupation with cross-gender wishes often interferes with daily activities.
Relationship difficulties, including sexual relationship problems, are common, and func-
tioning at school or at work may be impaired. Gender dysphoria, along with atypical
gender expression, is associated with high levels of stigmatization, discrimination, and
victimization, leading to negative self-concept, increased rates of mental disorder comor-
bidity, school dropout, and economic marginalization, including unemployment, with at-
tendant social and mental health risks, especially in individuals from resource-poor family
backgrounds. In addition, these individuals' access to health services and mental health
services may be impeded by structural barriers, such as institutional discomfort or inex-
perience in working with this patient population.

Differential Diagnos¡s
Nonconformity to gender roles. Gender dysphoria should be distinguished from sim-
ple nonconformity to stereotypical gender role behavior by the strong desire to be of an-
other gender than the assigned one and by the extent and pervasiveness of gender-variant
activities and interests. The diagnosis is not meant to merely describe nonconformity to
stereotypical gender role behavior (e.9., "tomboyism" in girls, "girly-boy" behavior in
boys, occasional cross-dressing in adult men). Given the increased operìness of atypical
gender expressions by individuals across the entire range of the transgender spectrum, it
is important that the clinical diagnosis be limited to those individuals whose distress and
impairment meet the specified criteria.

Transvestic disorder. Transvestic disorder occurs in heterosexual (or bisexual) adoles-
cent and adult males (rarely in females) for whom cross-dressing behavior generates sex-
ual excitement and causes distress and/or impairment without drawing their primary
gender into question. It is occasionally accompanied by gender dysphoria. An individual
with transvestic disorder who also has clinically significant gender dysphoria can be given
both diagnoses. In many cases of late-onset gender dysphoria in gynephilic natal males,
transvestic behavior with sexual excitement is a precursor.

Body dysmorphic disorder. An individual with body dysmorphic disorder focuses on
the alteration or removal of a specific body part because it is perceived as abnormally formed,
not because it represents a repudiated assigned gender. When an individual's presenta-
tion meets criteria for both gender dysphoria and body dysmorphic disorder, both diag-
noses can be given. Individuals wishing to have a healthy limb amputated (termed by
somebody integrity identity disorder) because it makes them feel more "complete" usually
do not wish to change gender, but rather desire to live as an amputee or a disabled person.

Schizophrenia and other psychotic disorders. In schizophrenia, there may rarely be
delusions of belonging to some other gender. In the absence of psychotic symptoms, in-
sistence by an individual with gender dysphoria that he or she is of some other gender is
not considered a delusion. Schizophrenia (or other psychotic disorders) and gender dys-
phoria may co-occur.

Other clinical presentations. Some individuals with an emasculinization desire who
develop an alternative, nonmale/nonfemale gender identity do have a presentation that
meets criteria for gender dysphoria. However, some males seek castration and/or penec-
tomy for aesthetic reasons or to remove psychological effects of androgens without chang-
ing male identity; in these cases, the criteria for gender dysphoria are not met.

Gomorb¡d¡ty
Clinically referred children with gender dysphoria show elevated levels of emotional and
behavioral problems-most commonly, anxiety, disruptive and impulse-control, and de-
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pressive disorders. In prepubertal children, increasing age is associated with having more
behavioral or emotional problems; this is related to the increasing non-acceptance of gen-
der-variant behavior by others. In older children, gender-variant behavior often leads to
peer ostracism, which may lead to more behavioral problems. The prevalence of mental
health problems differs among cultures; these differences may also be related to differences
in attitudes toward gender variance in children. However, also in some non-Westem cul-
tures, anxiety has been found to be relatively common in individuals with gender dysphoria,
even in cultures with accepting attitudes toward gender-variant behavior. Autism spec-
trum disorder is moreprevalent in clinically referred children with gender dysphoria than
in the general population. Clinically referred adolescents with gender dysphoria appear to
have comorbid mental disorders, with anxiety and depressive disorders being the most
common. As in children, autism spectrum disorder is more prevalent in clinically referred
adolescents with gender dysphoria than in the general population. Clinically referred
adultswith genderdysphoria mayhave coexistingmental healthproblems, mostcommonly
anxiety and depressive disorders.

Other Specified Gender Dysphoria
302.6 (F64.8)

This category applies to presentations in which symptoms characteristic of gender dys-
phoria that cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning predominate but do not meet the full criteria for gender dys-
phoria. The other specified gender dysphoria category is used in situations in which the
clinician chooses to communicate the specific reason that the presentation does not meet
the criteria for gender dysphoria. This is done by recording "other specified gender dys-
phoria" followed by the specific reason (e.9., "brief gender dysphoria").

An example of a presentation that can be specified using the "other specified" desig-
nation is the following:

The current disturbance me1êts symptom criteria for gender dysphoria, but the
duration is iess than 6 months.

Unspecified Gender Dysphor¡a
302.6 (F64.e)

This category applies to presentations in which symptoms characteristic of gender dys-
phoria that cause clinically significant distress or impairment in social, occupational, or oth-

er important areas of functioning predominate but do not meet the full criteria for gender
dysphoria. The unspecified gender dysphoria category is used in situations in which the

clinician chooses nof to specify the reason that the criteria are not met for gender dyspho-
ria, and includes presentations in which there is insufficient information to make a more
specific diagnosis.
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CLINICAL PRACTICE GUIDELINE

Endocrine Treatment of Gender-Dysphoric/
Gender-lncongruent Persons: An Endocrine Society*
Clinical Practice Guideline

Wylie C. Hembree,l Peggy T. Cohen-Kettenis,2 Louis Gooren,3 Sabine E. Hannema,a
Walter J. Meyer,5 M. Hassan Murad,6 Stephen M. Rosenthal,T Joshua D. Safer,s
Vin Tangpricha,s and Guy G. T'Sjoen10

lNew York Presbyterian Hospital, Columbia University Medical Center, New York, New York 10032
(Retired); 2VU University Medìcal Center, 1007 MB Amsterdam, Netherlands (Retired); 3VU University

Medical Center, 1007 MB Amsterdam, Netherlands (Retired); aleiden University Medical Center, 2300 RC

Leiden, Netherlands; sUniversity of Texas Medical Branch, Galveston, Texas 77555; 6Mayo Clinic Evidence-

Based Practice Center, Rochester, Minnesota 55905; TUniversity of California San Francisco, Benioff

Children's Hospital, San Francisco, California 94143;sBoston University School of Medicine, Boston,

Massachusetts 021 18; sEmory University School of Medicine and the Atlanta VA Medical Center, Atlanta,

Georgia 30322; andl0Ghent University Hospital, 9000 Ghent, Belgium

*Cosponsoring Associations: American Association of Clinical Endo-

crinologists, American Society of Andrology, European Society for
Pediatric Endocrinology, European Society of Endocrinology, Pedi-

atric Endocrine Society, and World Professional Association for
Transgender Health.

Objective: To update the "Endocrine Treatment of Transsexual Persons: An Endocrine Society

Clinical Practice Guideline," published by the Endocrine Society in 2009.

Participants: The participants include an Endocrine Society-appointed task force of nine experts. a

methodologist, and a medical writer.

Evidence: This evidence-based guideline was developed using the Grading of Recommendations,

Assessment, Development, and Evaluation approach to describe the strength of recommendations
and the quality of evidence. The task force commissioned two systematic reviews and used the best

available evidence from other published systematic reviews and individual studies.

Consensus Process: Group meetings, conference calls, and e-mail communications enabled

consensus. Endocrine Society comm¡ttees, members and cosponsoring organizations reviewed

and commented on preliminary drafts of the guidelines.

Conclusion: Gender affirmation is multidiscipl¡nary treatment in which endocrinologists play an

¡mportant role. Gender-dysphoric/gender-incongruent persons seek and/or are referred to
endocrinologists to develop the physical characteristics of the affirmed gender. They require a

safe and effective hormone regimen that will (1) suppress endogenous sex hormone
secretion determined by the person's genetic/gonadal sex and (2) maintain sex hormone
levels within the normal range for the person's affirmed gender. Hormone treatment is not
recommended for prepubertal gender-dysphoricJgender-incongruent persons. Those clinicians

who recommend gender-affirming endocrine treatments-appropriately trained diagnosing
clinicians (required), a mental health provider for adolescents (required) and mental health

Abbrev¡ations: Bl\4D, bone mineral densityj DSD, disorder/difference of sex development;

DSM, D¡agnostic and Statistica¡ Manual of l\ilental D¡sorders; GD, gender dysphoria;

GnRH, gonadotropin-releas¡ng hormone; lcD, lnternational Statistical classification of
D¡seases and Related Heahh Problems; lvlHP, mental health professional; WE, venous

thromboembolism.
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professional for adults (recommended)-should be knowledgeable about the diagnostic criteria
and criteria for gender-affirming treatment, have sufficient training and experience in assessing

psychopathology, and be willing to participate in the ongoing care throughout the endocrine
transition. We recommend treating gender-dysphor¡c/gender-incongruent adolescents who have

entered puberty at Tanner Stage G2l82 by suppression with gonadotropin-releasing hormone
agonists. Clinicians may add gender-affirming hormones after a multidisciplinary team has

confirmed the persistence of gender dysphoria/gender incongruence and sufficient mental
capacity to give informed consent to this partially irreversible treatment. Most adolescents

have this capacity by age 16 years old. We recognize that there may be compelling reasons to
initiate sex hormone treatment prior to age 16 years, although there is minimal published

experience treat¡ng prior to 13.5 to 14 years of age. For the care of peripubertal youths and

older adolescents, we recommend that an expert multidisciplinary team comprised of medical

professionals and mental health professionals manage this treatment. The treating physician

must confirm the criteria for treatment used by the referring mental health practitioner and

collaborate with them in decisions about gender-affirming surgery in older adolescents. For adult
gender-dysphoric/gender-incongruent persons, the treating clinicians (collectively) should have

expertise in transgender-specific diagnostic criteria, mental health, primary care, hormone

treatment, and surgery, as needed by the patient. We suggest maintaining physiologic

levels of gender-appropriate hormones and monitoring for known risks and complications,
When high doses of sex steroids are required to suppress endogenous sex steroids and/or in
advanced age, clinicians may consider surgically removing natal gonads along with reducing sex

steroid treatment. Clinicians should monitor both transgender males (female to male) and

transgender f emales (male to female) for reproductive organ cancer risk when surgical removal
is incomplete. Additionally, clinicians should persistently monitor adverse effects of sex steroids. For

gender-affirming surgeries in adults, the treating physician must collaborate with and confirm the

criteria for treatment used by the referring physician. Clinicians should avoid harming individuals (via

hormone treatment) who have conditions other than gender dysphoria/gender incongruence and

who may not benefit from the physical changes associated with this treatment. (J Clin Endocrinol

Metab'102: 3869-3903, 2017)
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Summary of Recommendat¡ons

1.0 Evaluation of youth and adults

1.1. We advise that only trained mental health pro-
fessionals (MHPs) who meet the following cri-
teria should diagnose gender dysphoria (GD)i
gender incongruence in adults: (1) competence

in using the Diagnostic and Statistical Manual
of Mental Disorders (DSM) and/or the In-
ternâtional Statistical Classification of Diseases

and Related Health Problems (ICD) for di-
agnostic purposes, (2) the abiliry to diagnose GD/
gender incongruence and make a distinction
between GD/gender incongruence and conditions
that have similar features (e.g., body dysmorphic
disorder), (3) training in diagnosing psychiatric
conditions, (4) the ability to undertake or refer

for appropriate treatment, (5) the ability to
psychosocially assess the person's understanding,

mental health, and social conditions that can

impact gender-affirming hormone therapy, and
(6) a practice of regularly attending relevant
professional meetings. (Ungladed Good Practice

Statement)

1,.2. \XIe advise that only MHPs who meet the fol-
lowing criteria should diagnose GD/gender in-

congruence in children and adolescents: (1)

training in child and adolescent developmental

psychology and psychopathology, (2) competence

in using the DSM andlor the ICD for diagnostic
purposes, (3) the abiliry to make a distinction

benveen GD/gender incongruence and conditions
that have similar features (e.g., body dysmorphic

disorder), (4) training in diagnosing psychiatric

conditions, (5) the ability to undertake or refer for
appropriate treatment) (6) the ability to psycho-

socially assess the person's understanding and

social conditions that can impact gender-affirming

hormone therapy, (7) a practice of regularly at-

tending relevant professional meetings, and (8)

knowledge of the criteria for puberty blocking and

gender-affirming hormone treatment in adoles-

cents. (Ungraded Good Practice Statement)

1.3. \7e advise that decisions regarding the social

transition of prepubertal youths with GD/gender
incongruence are made with the assistance of
an MHP or another experienced professional.
(Ungraded Good Practice Statement).

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 157 of 349 PageID #: 4206



doi: 1 0.1 2 1 O/jc.2017 -01658

1.4. 'S7e recommend against puberty blocking and
gender-affirming hormone treâtment in pre-

pubertal children with GD/gender incongruence.
(1 to@oo)

1.5.'S7e recommend that clinicians inform and

counsel all individuals seeking gender-affirming
medical treatment regarding options for fertility
preservation prior to initiating puberty sup-

pression in adolescents and prior to treâting with
hormonal therapy of the affirmed gender in both
adolescents and adults. (1 IOOOO)

2.0 Treatment of adolescents

2.1,. We suggest that adolescents who meet diagnostic

criteria for GD/gender incongruence, fulfill cri-
teria for treatment, and are requesting treatment

should initially undergo treatment to suppress

pubertal development. (2 IOOOO)
2.2. We suggest that clinicians begin pubertal hor-

mone suppression after girls and boys first exhibit
physical changes of puberty. (2 IOOOO)

2.3. \XIe recommend that, where indicated, GnRH
analogues are used to suppress pubertal hor-
mones. (1 IOOOO)

2.4. In adolescents who request sex hormone treat-

ment (given this is a partly irreversible treatment),

we recommend initiating treâtment using a

gradually increasing dose schedule after a mul-
tidisciplinary team of medical and MHPs has

confirmed the persistence of GD/gender in-

congruence and sufficient mental capacity to give

informed consent, which most adolescents have

by age 1.6 years. (1 IOOOO).
2.5. níe recognize that there may be compelling

reasons to initiate sex hormone treatment prior
ro rhe âge of 1.6 years in some adolescents with GD/
gender incongruence, even though there are

minimal published studies of gender-affirming
hormone treatments administered before age 13.5

to 14 years. As with the care of adolescents

=16 years oÍ age, we recommend that an ex-

pert multidisciplinary team of medical and

MHPs manage this treatment. (1 IOOOO)
2.6. We suggest monitoring clinical pubertal devel-

opment every 3 to 6 months and laboratory
parameters every 6 to 1.2 months during sex

hormone treatment. (2 IOOOO)

3.0 Hormonal therapy for transgender adults

3.1,. \Øe recommend that clinicians confirm the di-

agnostic criteria of GD/gender incongruence and

https://academic.oup.com/jcem 3871

the criteria for the endocrine phase of gender

transition before beginning treatment. (1 IOOOO)
3.2. Ve recommend that clinicians evaluate and ad-

dress medical conditions that can be exacerbated

by hormone depletion and treatment with sex

hormones of the affirmed gender before begin-

ning treatment. (1 lO0@O)
3.3. \We suggest that clinicians measure hormone

levels during treatment to ensure that endog-
enous sex steroids are suppressed and admin-
istered sex steroids are maintained in the

normal physiologic range for the affirmed
gender. (2 IO@OO)

3.4. \X/e suggest that endocrinologists provide edu-

cation to transgender individuals undergoing
treatment about the onset and time course of
physical changes induced by sex hormone
rreârrlenr. (2 loooo)

4.0 Adverse outcome prevention and long-term care

4.1. \Øe suggest regular clinical evaluation for phys-

ical changes and potential adverse changes in
response to sex steroid hormones and laboratory
monitoring of sex steroid hormone levels every

3 months during the first year of hormone
therapy for transgender males and females and

rhen once or rwice yearly. (2 IOOOO)
4.2. \le suggest periodically monitoring prolactin

levels in transgender females treated with estro-

gens. (2 I@OOO)
4.3. \X/e suggest that clinicians evaluate transgender

persons treated with hormones for cardiovas-
cular risk factors using fasting lipid profiles, di-
abetes screening, and/or other diagnostic tools.
(2 t@ooo)

4.4. We recommend that clinicians obtain bone

mineral density (BMD) measurements when risk
factors for osteoporosis exist, specifically in those

who stop sex hormone therapy after gonadec-

tomy. (1 l@@OO)

4.5. \Øe suggest that transgender females with no

known increased risk of breast cancer follow
breast-screening guidelines recommended for
non-rransgender females. (2 lO@OO)

4.6. \XIe suggest that transgender females treated
with estrogens follow individualized screening
according to personal risk for prostâtic disease

and prostate cancer. (2 IOOOO)
4.7. 'We advise that clinicians determine the medical

necessity of including a total hysterectomy ând

oophorectomy as part of gender-affirming sur-

gery. (Ungraded Good Practice Statement)
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5.0 Surgery for sex reassignment and
gender conf¡rmation

5.1. \7e recommend that a patient pursue genital

gender-affirming surgery only after the MHP and

the clinician responsible for endocrine transition
therapy both agree that surgery is medically

necessary and would benefit the patient's overall
health and/or well-being. (1 IO@OO)

5.2. rü(/e advise that clinicians approve genital gender-

affirming surgery only after completion of at least

1, year of consistent and compliant hormone

treatment, unless hormone therapy is not desired

or medically contraindicated. (Ungraded Good

Practice Statement)

5.3. '!le advise that the clinician responsible for en-

docrine treatment and the primary care provider
ensure appropriate medical clearance of trans-
gender individuals for genital gender-affirming
surgery and collaborate with the surgeon re-

garding hormone use during and after surgery.

(Ungraded Good Practice Statement)

5.4. Iíe recommend that clinicians refer hormone-

treated transgender individuals for genital sur-
gery when: (1 ) the individual has had a satisfactory

social role change, (2) the individual is satisfied

about the hormonal effects, and (3) the individual
desires definitive surgical changes. (1 IOOOO)

5.5. '$le 
suggest that clinicians delay gender-affirming

genital surgery involving gonadectomy and/or

hysterectomy until the pâtient is at least L8

years old or legal age of majority in his or her

country. (2 IOOOO).
5.6. \X/e suggest that clinicians determine the timing of

breast surgery for transgender males based upon

the physical and mental health status of the in-
dividual. There is insufficient evidence to rec-

ommend a specific age requiremenr. (2 IOOOO)

Changes Since the Previous Guideline

Both the current guideline and the one publishedin2009
contain similar sections. Listed here are the sections

contained in the current guideline and the corresponding

number of recommendations: Introduction, Evaluation
of Youth and Adults (5), Treatment of Adolescents (6),

Hormonal Therapy for Transgender Adults (4), Adverse

Outcomes Prevention and Long-term Care (7), and

Surgery for Sex Reassignment and Gender Confirmation
(6). The current introduction updates the diagnostic

classification of "gender dysphoria/gender incongru-
ence. " It also reviews the development of "gender identity"
and summarizes its natural development. The section on

clinical evaluation of both youth and adults, defines in
detail the professional qualifications required of those
who diagnose and treat both adolescents and adults.
lfe advise that decisions regarding the social transition
of prepubertal youth are made with the assistance of a

mental health professional or similarly experienced
professional. 'lüe recommend against puberty blocking
followed by gender-affirming hormone treatment of pre-

pubertal children. Clinicians should inform pubertal
children, adolescents, and adults seeking gender-

confirming treatment of their options for fertiliry preser-

vation. Prior to treatment, clinicians should evaluate the

presence of medical conditions that may be worsened
by hormone depletion and/or treatment. A multidis-
ciplinary team, preferably composed of medical and

mental health professionals, should monitor treat-
ments. Clinicians evaluating transgender adults for
endocrine treatment should confirm the diagnosis of
persistent gender dysphoria/gender incongruence.
Physicians should educate transgender persons re-
garding the time course of steroid-induced physical
changes. Treatment should include periodic monitoring of
hormone levels and metabolic parameters, as well as as-

sessments of bone density and the impact upon prostate,
gonads, and uterus. \le also make recommendations for
transgender persons who plan genital gender-affirming
surgery.

Method of Development of Evidence-Based
Clinical Practice Guidelines

The Clinical Guidelines Subcommittee (CGS) of the Endocrine
Society deemed the diagnosis and treatment of individuals with
GD/gender incongruence a priority area Íor revision and
appointed a task force to formulate evidence-based recom-
mendations. The task force followed the approach recom-
mended by the Grading of Recommendations, Assessment,

Development, and Evaluation group, an international group
with expertise in the development and implementation of
evidence-based guidelines (1). A detailed description of the

grading scheme has been published elsewhere (2). The task force
used the best available research evidence to develop the rec-

ommendations. The task force also used consistent language

and graphical descriptions of both the strength of a recom-
mendation and the quality of evidence. In terms of the strength
of the recommendation, strong recommendations use the phrase

"we recommend" and the number 1, and weak recommenda-
tions use the phrase "we suggest" and the number 2. Cross-filled
circles indicate the qualiry of the evidence, such that OOOO
denotes very low-quality evidence; OOOO, low quality;
@@@Q, moderate quality; and @OOO, high qualiry. The task
force has confidence that persons who receive care according to
the strong recommendations will derive, on average, more
benefit than harrn. 'Sfeak recommendations require more
careful consideration of the person's circumstances, values, and
preferences to determine the best course of action. Linked to
each recommendation is a description of the evidence and the
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values that the task force considered in making the recom-
mendation. In some instances, there are remarks in which the
task fo¡ce offers technical suggestions for testing conditions,
dosing, and monitoring. These technical comments reflect the

best available evidence applied to a typical person being treated.

Often this evidence comes from the unsystematic observations
of the task force and their preferences; therefore, one should
consider these remarks as suggestions.

In this guideline, the task force made several statements to
emphasize the importance of shared decision-making, general

preventive care rneâsures, and basic principles of the treatment
of transgender persons. They labeled these "Ungraded Good
Practice Statement." Direct evidence for these statements \¡/âs

either unavailable or not systemâtically appraised and consid-
ered out of the scope of this guideline. The intention of these

statements is to draw aftention to these principles.
The Endocrine Society maintains a rigorous conflict-of-

interest review process {or developing clinical practice guide-

lines. All task force members must declare any potential
conflicts of interest by completing a conflict-of-interest form.
The CGS reviews all conflicts of interest before the Society's
Council approves the members to participate on the task force

and periodically during the development of the guideline. All
others participating in the guideline's development must also

disclose any conflicts of interest in the matter under study, and
most of these participants must be without any conflicts of
interest. The CGS and the task force have reviewed all disclo-
su¡es for this guideline and resolved or managed all identified
conflicts of interest.

Conflicts of interest are defined as remuneration in any

amount from commercial interests; grants; research support;
consulting fees; salary; ownership interests [e.g., stocks and

stock options (excluding diversified mutual funds)]; honoraria
and other payments for participation in speakers' bureaus,
advisory boards, or boards of directors; and all other financial
benefits. Completed forms are available through the Endocrine
Society office.

The Endocrine Society provided the funding for this
guideline; the task force received no funding or remuneration
from commercial or other entities.

Commissioned Systematic Review

The task force commissioned two systematic reviews to
support this guideline. The first one aimed to summarize

the available evidence on the effect of sex steroid use in
transgender individuals on lipids and cardiovascular

outcomes. The review identified 29 eligrble studies at

moderate risk of bias. In transgender males (female to
male), sex steroid therapy was âssociated with a statis-

tically significant increase in serum triglycerides and

low-density lipoprotein cholesterol levels. High-density
lipoprotein cholesterol levels decreased significantly
across âll follow-up time periods. In transgender females

(male to female), serum triglycerides were significantly
higher without any changes in other parameters. Few

myocardial infarction, stroke, venous thromboembolism
(VTE), and death events were reported. These events were

more frequent in transgender females. However, the

https://academic.oup.com/jcem 3873

quality of the evidence was low. The second review

summarized the available evidence regarding the effect of
sex steroids on bone health in transgender individuals
and identified 1.3 studies. In transgender males, there was

no statistically significant difference in the lun-rbar spine,

femoral neck, or total hip BMD at 1,2 and 24 months

compared with baseline values before initiating mâscu-

linizing hormone therapy. In transgender females, there

was a statistically significant increase in lumbar spine

BMD at L2 months and 24 months compared with
baseline values before initiation of feminizing hormone

therapy. There was minimal information on fracture
rates. The quality of evidence was also low.

lntroduction

Throughout recorded history (in the absence of an en-

docrine disorder) some men and women have experi-

enced confusion and anguish resulting from rigid, forced

conformity to sexual dimorphism. In modern history,
there have been numerous ongoing biological, psycho-

logical, cultural, political, and sociological debates over

various aspects of gender variance. The 20th century

marked the emergence of a social awakening for men and

women with the belief that they are "trapped" in the

wrong body (3). Magnus Hirschfeld and Harry Benja-

min, among others, pioneered the medical responses to
those who sought relief from and a resolution to their
profound discomfort. Although the term transsexual
became widely known after Benjamin wrote "The
Transsexual Phenomenon" (4), it was Hirschfeld who
coined the term "transsexual" in 1.923 to describe people

who want to live a life that corresponds with their ex-

perienced gender vs their designated gender (5). Magnus

Hirschfeld (6) and others (4, 7) have described other types

of trans phenomena besides transsexualism. These early

researchers proposed that the gender identity of these

people was located somewhere along a unidimensional

continuum. This continuum ranged from all male

through "something in between" to all female. Yet such a

classification does not take into account that people may

have gender identities outside this continuum. For in-
stance, some experience themselves as having both a male

and female gender identity, whereas others completely

renounce any gender classification (8, 9). There are also

reports of individuals experiencing a continuous and

rapid involuntary alternation between a male and female

identity (10) or men who do not experience themselves as

men but do not want to live as women (11,12).In some

countries, (e.g., Nepal, Bangladesh, and Australia), these

nonmale or nonfemale genders are officially recognized
(13). Specific treatment protocols, however, have not yet

been developed for these groups.
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Instead of the term transsexualism, the current
classification system of the American Psychiatric As-
sociation uses the term gender dysphoria in its di-
agnosis of persons who are not satisfied with their
designated gender (14). The current version of the

\Øorld Health Organization's ICD-10 still uses the term

transsexualism when diagnosing adolescents and

adults. However, for the ICD-11., the World Health
Organization has proposed using the term "gender in-
congruence" (15).

Treating persons with GD/gender incongruence (15)

was previously limited to relatively ineffective elixirs or
creams. However, more effective endocrinology-based
treatments became possible with the availability of
testosterone in 1935 and diethylstilbestrol in 1938.

Reports of individuals with GD/gender incongruence

who were treated with hormones and gender-affirming
surgery appeared in the press during the second half of
the 20th century. The Harry Benjamin International
Gender Dysphoria Association was founded in Sep-

tember 1979 and is now called the'Slorld Professional

Association for Transgender Health NTPATH). W?ATH
published its first Standards of Care in 1'979. Th'ese

standards have since been regularly updated, providing
guidance for treating persons with GD/gender in-
congruence (L6).

Prior to 197 5, few peer-reviewed articles were pub-

lished concerning endocrine treatment of transgender
persons. Since then, more than two thousand articles

about various aspects of transgender care have appeared.

It is the purpose of this guideline to make detailed

recornmendations and suggestions, based on existing

medical literature and clinical experience, that will enable

treating physicians to maximize benefit and minimize risk
when caring for individuals diagnosed with GD/gender

incongruence.
In the future, we need more rigorous evaluations of the

effectiveness and safety of endocrine and surgical pro-
tocols. Specifically, endocrine treatment protocols for
GD/gender incongruence should include the careful as-

sessment of the following: (1) the effects of prolonged

delay of puberty in adolescents on bone health, gonadal

function, and the brain (including effects on cognitive,

emotionâI, social, and sexual development); (2) the ef-

fects of treatment in adults on sex hormone levels; (3)

the requirement for and the effects of progestins and

other agents used to suppress endogenous sex ste-

roids during treatment; and (4) the risks and benefits
of gender-affirming hormone treatment in older trans-
gender people.

To successfully establish and enact these protocols,

a commitment of mental health and endocrine investi-
gators is required to collaborate in long-term, large-scale

studies across countries that use the same diagnostic and
inclusion criteria, medications, assây methods, and re-

sponse âssessment tools (e.g., the European Network for
the Investigation of Gender Incongruence) (1.7,1.8).

Terminology and its use vâry and continue to evolve.

Table 1 contains the definitions of terms as they are used

throughout this guideline.

Biological Determinants of Gender
ldentity Development

One's self-awareness as male or female changes

gradually during infant life and childhood. This pro-
cess of cognitive and affective learning evolves with
interactions with parents) peers, and environment. A
fairly accurate timetable exists outlining the steps in
this process (19). Normative psychological literature,
however, does not address if and when gender identity
becomes crystallized and what factors contribute to
the development of a gender identity that is not con-
gruent with the gender of rearing. Results of studies
from a variety of biomedical disciplines-genetic,
endocrine, and neuroanatomic-support the concept
that gender identity and/or gender expression (20)

likely reflect a complex interplay of biological, envi-
ronmental, and cultural factors (21,22).

ìØith respect to endocrine considerations) studies

have failed to find differences in circulating levels of sex

steroids between transgender and nontransgender in-
dividuals (23). However, studies in individuals with a

disorder/difference of sex development (DSD) have in-
formed our understanding of the role that hormones
may play in gender identity outcome, even though most
persons with GD/gender incongruence do not have

a DSD. For example, although most 46,XX adult in-
dividuals with virilizing congenital adrenal hyperplasia
caused by mutations in CYP2LA2 reported a female
gender identity, the prevalence of GD/gender in-
congruence was much greater in this group than in the
general population without a DSD. This supports the

concept that there is a role for prenatal/postnatal an-
drogens in gender development (24-26), although some

studies indicate that prenatal androgens are more likely
to affect gender behavior and sexual orientation rather
tlran gender identity per se (27,28).

Researchers have made similar observations regarding

the potential role of ar-rdrogens in the development of gender

identiry in other individuals with DSD. For example, a

review of rwo groups oÍ 46,XY persons, each with an-

drogen synthesis deficiencies and female raised, reported

transgender male (female-to-male) gender role changes in

56o/" to 63To and 39"/o to 64% of pâtients, respectively
(29). Also, in 46,XY female-raised individuals with cloacal
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Table 1. Definitions of Terms Used in This Guideline

Biological sex, biological male or female: These terms refer to physical aspects of maleness and femaleness. As these may not be in line
with each other (e.g., a person with XY chromosomes may have female-appearing genitalia), the terms biological sex and biological
male or female are ìmprecise and should be avoided.

Cisgender: This means not transgender. An alternative way to describe individuals who are not transgender is "non-transgender
people. "

Gender-affirming (hormone) treatment: See " gender reassignment"
Gender dysphoria: This is the distress and unease experienced if gender identity and designated gender are not completely congruent

(see Table 2).ln 2013, the American Psychiatric Association released the fifth edition of the DSM-5, which replaced "gender identity
disorder" with "gender dysphoria" and changed the criteria for diagnosis.

Gender expression: This refers to external manifestations of gender, expressed through one's name, pronouns, clothing, haircut,
behavior, voice, or body characteristics. Typically, transgender people seek to make their gender expression align with their gender
identity, rather than their designated gender.

Gender identity/experienced gender: This refers to one's internal, deeply held sense of gender. For transgender people, their gender
identity does not match their sex designated at birth. Most people have a gender identity of man or woman (or boy or girl). For some
people, their gender identity does not fit neatly into one of those two choices. Unlike gender expression (see below), gender identity is

not visible to others.
Gender identity disorder: This is the term used for GD/gender incongruence ìn previous versions of DSM (see "gender dysphoria"). The

ICD-10 still uses the term for diagnosing child diagnoses, but the upcoming ICD-11 has proposed using "gender incongruence of
childhood. "

Gender incongruence: This is an umbrella term used when the gender identity and/or gender expression differs from what is typically
associated with the designated gender. Gender incongruence is also the proposed name of the gender identity-related diagnoses in

ICD-1 1. Not all individuals with gender incongruence have gender dysphoria or seek treatment.
Gender variance: See "gender incongruence"
Gender reassignment: This refers to the treatment procedure for those who want to adapt their bodies to the experienced gender by

means of hormones and/or surgery. This is also called gender-confirming or gender-affirming treatment.
Gender-reassignment surgery (gender-confirminglgender-affirming surgery): These terms refer only to the surgical part of gender-

conf i rmin g/gender-aff irming treatment.
Gender role:This refers to behaviors, attitudes, and personality traits that a society (in a given culture and historical period) designates as

masculine or feminine and/or that society associates with or considers typical of the social role of men or women.
Sex designated at b¡rth: This refers to sex assigned at birth, usually based on genital anatomy.
Sex; This refers to attributes that characterize biological maleness or femaleness. The best known attributes include the sex-determining

genes, the sex chromosomes, the H-Y antigen, the gonads, sex hormones, internal and external genitalia, and secondary sex

cha racteristics.
Sexual orientation: This term describes an individual's enduring physicai and emotional attraction to another person. Gender identity and

sexual orientation are not the same. lrrespective of their gender identity, transgender people may be attracted to women (gynephilic),
attracted to men (androphilic), bisexual, asexual, or queer.

Transgender:fhis is an umbrella term for people whose gender identity and/or gender expression differs from what is typically associated
with their sex designated at birth. Not all transgender individuals seek treatment.

Transgender male (also: trans man, female-to-male, transgender mald: fhis refers to individuals assigned female at birth but who
identify and live as men.

Transgender woman (also: trans woman, male-to female, transgender female): This refers to individuals assigned male at birth but who
identify and live as women.

Transition: This refers to the process during which transgender persons change their physical, social, and/or legal characteristics
consistent with the affirmed gender identity. Prepubertal children may choose to transition socially.

Transsexual: This is an older term that originated in the medical and psychological communities to refer to individuals who have
permanently transitioned through medical interventions or desired to do so.
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N)exstrophy and penile agenesis, the occurrence of trans-

gender male changes was significantly more prevalent

than in the general population (30, 31). However, the fact
that a high percentage of individuals with the same

conditions did not change gender suggests that cultural
factors may play a role as well.

\íith respect to genetics and gender identity, several

studies have suggested heritability of GD/gender in-
congruence (32, 33). In particular, a study by Heylens

et al. (33) demonstrated a 39.1,% concordance rate for
gender identity disorder (based on the DSM-[V criteria ) in
23 monozygotic twin pairs but no concordance in 21.

same-sex dizygotic or seven opposite-sex twin pairs.

Although numerous investigators have sought to identify

specific genes associated with GD/gender incongruence,
such studies have been inconsistent and without strong
statistical significance (34-38).

Studies focusing on brain structure suggest that the

brain phenotypes of people with GD/gender incongru-
ence differ in various ways from control males and fe-

males, but that there is not a complete sex reversal in
brain structures (39).

In summary, although there is much that is still
unknown with respect to gender identity and its ex-

pression, compelling studies support the concept that
biologic factors, in addition to environmental fac-
tors, contribute to this fundamental aspect of human
development.
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Natural History of Children W¡th
GD/Gender lncongruence

rWith current knowledge, we cânnot predict the psy-

chosexual outcome for any specific child. Prospective
follow-up studies show that childhood GD/gender in-
congruence does not invariably persist into adolescence

and adulthood (so-called "desisters"). Combining all
outcome studies to date, the GD/gender incongruence
of a minority of prepubertal children appears to persist

in adolescence (20,40). In adolescence, a significant
number of these desisters identify as homosexual or
bisexual. It may be that children who only showed some

gender nonconforming characteristics have been in-
cluded in the follow-up studies, because the DSM-IV
text revision criteria for a diagnosis were rather broad.
However, the persistence of GD/gender incongruence
into adolescence is more likely if it had been extreme in
childhood (41,42). \With the newer, stricter criteria of
the DSM-S (Table 2), persistence rates may well be

different in future studies.

1.O Evaluation of Youth and Adults

Gender-affirming treatment is a multidisciplinary effort.
After evaluation, education, and diagnosis, treatment may
include mental health care, hormone therapy, and/or

surgical therapy. Together with an MHP, hormone-
prescribing clinicians should examine the psychosocial

impact of the potential changes on people's lives, including
mental health, friends, family, jobs, and their role in so-

ciery. Transgender individuals should be encouraged to
experience living in the new gender role and assess whether

this improves their quality of life. Although the focus of
this guideline is gender-affirming hormone therapy, col-
laboration with appropriate professionals responsible for
each aspect of treatment maximizes a successful outcome.

Diagnostic assessrnent and mental health care
GD/gender incongruence may be accompanied with

psychological or psychiatric problems (43-51). It is

therefore necessary that clinicians who prescribe hor-
mones and are involved in diagnosis and psychosocial
assessment meet the following criteria: (1 ) are competent
in using the DSM and/or the ICD for diagnostic pur-
poses, (2) are able to diagnose GD/gender incongruence
and make a distinction between GD/gender incongru-
ence and conditions that have similar features (e.g.,body
dysmorphic disorder), (3) are trained in diagnosing
psychiatric conditions, (4) undertake or refer for ap-

propriate treâtment, (5) are able to do a psychosocial

assessment of the patient's understanding, mental
health, and social conditions that can impact gender-

affirming hormone therapy, and (6) regularly attend
relevant professional meetings.

Because of the psychological vulnerability of many
individuals with GD/gender incongruence, it is important
that mental health care is available before, during, and
sometimes also after transitioning. For children and

adolescents, an MHP who has training/experience in
child and adolescent gender development (as well as child
and adolescent psychopathology) should make the di-
agnosis, because assessing GD/gender incongruence in

children and adolescents is often extremely complex.
During assessment, the clinician obtains information from

the individual seeking gender-affirming treatment. In the case
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Table 2. DSM-5 Criteria for Gender Dysphoria in Adolescents and Adults

A. A marked incongruence between one's experienced/expressed gender and natal gender of at least 6 mo in duration, as manifested by
at least two of the following:
1. A marked incongruence between one's experienced/expressed gender and primary and/or secondary sex characteristics (or in

young adolescents, the anticipated secondary sex characteristics)
2. A strong desire to be rid of one's primary and/or secondary sex characteristics because of a marked incongruence with one's

experienced/expressed gender (or in young adolescents, a desire to prevent the development of the anticipated secondary sex

cha racteristi cs)

3. A strong desire for the primary and/or secondary sex characteristics of the other gender
4. A strong desire to be of the other gender (or some alternative gender different from one's designated gender)
5. A strong desire to be treated as the other gender (or some alternative gender different from one's designated gender)
6. A strong conviction that one has the typical feelings and reactions of the other gender (or some alternative gender different from

one's designated gender)

B. The condition is associated with clinically significant distress or impairment in social, occupational, or other important areas of
functioning.

Specify if :

1. The condition exists with a disorder of sex development.
2. The condition is posttransitional, in that the indivìdual has transitioned to full-time living in the desired gender (with or without

legalization of gender change) and has undergone (or is preparing to have) at least one sex-related medical procedure ortreatment
regimen-namely, regular sex hormone treatment or gender reassignment surgery confirming the desired gender (e.9.,
penectomy, vaginoplasty in natal males; mastectomy or phalloplasty in natal females).

Reference: American Psychiatrrc Association ('14).
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of adolescents, the clinician also obtains informa-
tion from the parents or guardians regarding various
âspects of the child's general and psychosexual devel-

opment and current functioning. On the basis of this
information, the clinician:

. decides whether the individual fulfills criteria for
treatrrìent (see Tables 2 and 3) for GD/gender in-
congmence (DSM-S) or transsexualism (DSM-S

and/or ICD-10);
. informs the individual about the possibilities and

limitations of various kinds of treatment (hormonal/

surgical and nonhormonal), and if medical treat-
ment is desired, provides correct information to
prevent unrealistically high expectations;

o assesses whether medical interventions may result in
unfavorable psychological and social outcomes.

In cases in which severe psychopathology, circumstances,

or both seriously interfere with the diagnostic work or make

sâtisfâctory treatment unlikely, clinicians should assist the

adolescent in managing these other issues. Literature on
postoperative regret suggests that besides poor quality of
surgery, severe psychiatric comorbidity and lack of support
rnay interfere with positive outcomes (52-56).

For adolescents, the diagnostic procedure usually
includes a complete psychodiagnostic assessment (57)

and an assessment of the decision-making capability of
the youth. An evaluation to âssess the family's ability to
endure stress, give support, and deal with the complex-
ities of the adolescent's situation should be part of the

diagnostic phase (58).

Social transitioning
A change in gender expression and role (which may

involve living part time or full time in another gender role

that is consistent with one's gender identity) may test the

person's resolve, the capacity to function in the affirmed
gender, and the adequacy of social, economic, and psy-

chological supports. It assists both the individual and the

clinician in their judgments about how to proceed (16).

During social transitioning, the person's feelings about

the social transformation (including coping with the re-

sponses of others) is a major focus of the counseling.
Tlre optimal timing for social transitioning may differ
between individuals. Sometimes people wait until they

https://academic.oup.com/jcem 3877

start gender-affirming hormone treatment to make social

transitioning easier, but individuals increasingly start
social transitioning long before they receive medically

supervised, gender-affirming hormone treatment.

Criteria
Adolescents and adults seeking gender-affirming

hormone treatment and surgery should satisfy certain
criteria before proceeding (16). Criteria for gender-

affirming hormone therapy for adults are in Table 4,

and criteria for gender-affirming hormone therapy for
adolescents are in Table 5. Follow-up studies in adults
meeting these criteria indicate a high satisfaction rate
with treatment (59). However, the quality of evidence is

usually low. A few follow-up studies on adolescents who
fulfilled these criteria also indicated good treatment
results (60-63).

Recommendations for Those lnvolved
in the Gender-Affirming Hormone
Treatment of Individuals With
GD/Gender lncongruence

1.1. 'SØe advise that only trained MHPs who meet the

following criteria should diagnose GD/gender
incongruence in adults: (1) competence in using

the DSM and/or the ICD for diagnostic purposes,
(2) the ability to diagnose GD/gender incongru-
ence and make a distinction between GD/gender
incongruence and conditions that have similar
features (e.g., body dysmorphic disorder), (3)

training in diagnosing psychiatric conditions, (4)

the abiliry to undertake or refer for appropriate
treatment, (5) the ability to psychosocially assess

the person's understanding, mental health, and

social conditiolls thât cân impact gender-affirming
hormone therapy, and (6) a practice of regularly
attending relevant professional meetings. (Un-

graded Good Practice Statement)
1,.2. We advise that only MHPs who meet the fol-

lowing criteria should diagnose GD/gender in-
congruence in children and adolescents: (1)

training in child and adolescent developmental
psychology and psychopathology, (2) compe-

tence in using the DSM and/or ICD for diagnostic
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Table 3. ICD-10 Criteria for Transsexualism

Transsexualism (F64.0) has three criteria

1. The desire to live and be accepted as a member of the opposite sex, usually accompanied by the wish to make his or her body as

conqruent as possible with the preferred sex through surgery and hormone treatments.
2. The transsexual identity has been present persistently for at least 2 y.

3. The disorder is not a symptom of another mental disorder or a genetic, DSD, or chromosomal abnormality.
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Table 4. Criteria for Gender-Affirming Hormone Therapy for Adults

I . Persistent, well-documented gender dysphoria/gender incongruence
2. The capacity to make a fully informed decision and to consent for treatment
3. The age of majority in a given country (if younger, follow the criteria for adolescents)
4. Mental health concerns, if present, must be reasonably well controlled

Reproduced from World Professional Association for Transgender Health (16).

purposes, (3) the abiliry to make a distinction

between GD/gender incongruence and conditions

that have similar features (e.g., body dysmorphic

disorder), (4) training in diagnosing psychiatric

conditions, (5) the ability to undertake or refer for
appropriate treatment, (6) the abiliry to psycho-

socially assess the person's understanding and

social conditions that can impact gender-affirming

hormone therapy, (7) a practrce of regularly at-

tending relevant professional meetings, and (8)

knowledge of the criteria for puberty blocking
and gender-affirming hormone treatment in ad-

olescents. (Ungraded Good Practice Statement)

Evidence
Individuals with gender identity issues may have

psychological or psychiatric problems (4348, 50, 51, 64,

65). It is therefore necessary that clinicians making the

diagnosis are able to make a distinction between GD/
gender incongruence and conditions that have similar
features. Examples of conditions with similar features are

body dysmorphic disorder, body identity integrity dis-

order (a condition in which individuals have a sense that
their anatomical configuration as an able-bodied person

is somehow wrong or inappropriate) (66), or certain

forms of eunuchism (in which a person is preoccupied

with or engages in castration and/or penectomy for

Table 5. Criteria for Gender-Affirming Hormone Therapy for Adolescents

Adolescents are eligible for GnRH agonist treatment if:
1. A qualified MHP has confirmed that:
.the adolescent has demonstrated a long-lasting and intense pattern of gender nonconformity or gender dysphoria (whether
suppressed or expressed),

.gender dysphoria worsened with the onset of puberty,

.any coexisting psychological, medical, or social problems that could interfere with treatment (e.9., that may compromise treatment
adherence) have been addressed, such that the adolescent's situation and functioning are stable enough to start treatment,

.the adolescent has sufficient mental capacity to give informed consent to this (reversible) treatment,
2. And the adolescent:
.has been informed of the effects and side effects of treatment (including potential loss of fertility if the individual subsequently
continues with sex hormone treatment) and options to preserve fertility,

. has given informed consent and (particularly when the adolescent has not reached the age of legal medical consent, depending on
applicable legislation) the parents or other caretakers or guardians have consented to the treatment and are involved in supporting
the adolescent throughout the treatment process,

3. And a pediatric endocrinologist or other clinician experienced in pubertal assessment
.agrees with the indication for GnRH agonist treatment,
.has confirmed that puberty has started in the adolescent (Tanner s|age >G2/82),
.has confirmed that there are no medical contraindications to GnRH agonist treatment.

Adolescents are eligible for subsequent sex hormone treatment if:
1. A qualified tt/HP has confirmed:
.the persistence of gender dysphoria,
.any coexisting psychological, medical, or social problems that could interfere with treatment (e.9., that may compromise treatment
adherence) have been addressed, such that the adolescent's situation and functioning are stable enough to start sex hormone
treatment,

.the adolescent has suff icient mental capacity (which most adolescents have by age 16 years) to estimate the consequences of this
(partly) irreversible treatment, weigh the benefits and risks, and give informed consent to this (partly) irreversible treatment,

2. And the adolescent:
. has been informed of the (irreversible) effects and side effects of treatment (including potential loss of fertility and options to preserve

fertility),
. has given informed consent and (particularly when the adolescent has not reached the age of legal medical consent, depending on
applicable legislation) the parents or other caretakers or guardians have consented to the treatment and are involved in supporting
the adolescent throughout the treatment process,

3. And a pediatric endocrinologist or other clinician experienced in pubertal induction:
.agrees with the indication for sex hormone treatment,
.has confirmed that there are no medical contraindications to sex hormone treatment.
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Reproduced from World Professional Association for Transgender Health (16).
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reasons that are not gender identity related) (11). Clini-
cians should also be able to diagnose psychiatric condi-
tions accurately and ensure that these conditions are

treated appropriately, particulârly when the conditions
may complicate treatment, affect the outcome of gender-

affirming treatment, or be affected by hormone use.

Values and preferences
The task force placed a very high value on avoiding

harm from hormone treatment in individuals who have

conditions other than GD/gender incongruence and who
may not benefit from the physical changes associated

with this treâtment and placed a low value on any po-

tential benefit these persons believe they may derive from
hormone treâtment. This justifies the good practice

statement.

1.3. \7e advise that decisions regarding the social
transition of prepubertal youths with GD/gender
incongruence are made with the assistance of
an MHP or another experienced professional.
(Ungraded Good Practice Statement).

1.4. \ù7e recommend against puberty blocking and
gender-affirming hormone treatment in pre-
pubertal children with GD/gender incongruence.
(1 |O@OO)

Evidence
In most children diagnosed with GD/gender in-

congruence, it did not persist into adolescence. The
percentâges differed among studies, probably dependent

on which version of the DSM clinicians used, the patient's

age, the recruitment criteria, and perhaps cultural factors.
However, the large majority (about 85%) of prepubertal

children with a childhood diagnosis did not remain GD/
gender incongruent in adolescence (20). If children have

completely socially transitioned, they may have great

difficulty in returning to the original gender role upon

entering puberty (40). Social transition is associated with
the persistence of GD/gender incongruence as a child
progresses into adolescence. It may be that the presence of
GD/gender incongruence in prepubertal children is the

earliest sign that a child is destined to be transgender as

an adolescent/adult (20). However, social transition (in

addition to GD/gender incongruence) has been found to
contribute to the likelihood of persistence.

This recommendation, however, does not imply that
children should be discouraged from showing gender-

variant behaviors or should be punished for exhibiting
such behaviors. In individual cases, an early complete

social transition may result in a more favorable out-
come, but there are currently no criteria to identify the

https://academic.oup.com/jcem 3879

GD/gender-incongruent children to whom this applies.
At the present time, clinical experience suggests that per-

sistence of GD/gender incongruence can only be reliably
assessed after the first signs of puberty.

Values and preferences
The task force placed a high value on avoiding harm

with gender-affirming hormone therapy in prepubertal
children with GD/gender incongruence. This justifies

the strong recommendation in the face of low-quality
evidence.

1.5. \íe recommend that clinicians inform and
counsel all individuals seeking gender-affirming
medical treatment regarding options for fertility
preservation prior to initiating puberty sup-

pression in adolescents and prior to treâting with
hormonal therapy of the affirmed gender in both
adolescents and adults. (1 IOOOO)

Remarks
Persons considering hormone use for gender affir-

mation need adequate information about this treatment
in general and about fertility effects of hormone treatment
in particular to make an informed and balanced decision
(67,68). Because young adolescents may not feel qual-

ified to make decisions about fertility and may not fully
understand the potential effects of hormonal interven-
tions, consent and protocol education should include
parents) the referring MHP(s), and other members of the

adolescent's support group. To our knowledge, there are

no formally evaluated decision aids available to assist

in the discussion and decision regarding the future fertil-
ity of adolescents or adults beginning gender-affirming
tfeâtment.

Treating early pubertalyouth with GnRH analogs will
temporarily impair spermatogenesis and oocyte matu-
ration. Given that an increasing number of transgender
youth want to preserve fertility potenrial, delaying or
temporarily discontinuing GnRH analogs to promote
gamete maturâtion is an option. This option is often not
preferred, because mature sperm production is associated

with later stages of puberty and with the significant de-

velopment of secondary sex characteristics.
For those designated male at birth with GD/gender

incongruence and who are in early puberty, sperm pro-
duction and the development of the reprodLrctive tract âre

insufficient for the cryopreservation of sperm. However,
prolonged pubertal suppression using GnRH analogs is

reversible and clinicians should inform these individuals
that sperm production can be initiated following pro-
longed gonadotropin suppression. This can be accom-
plished by spontaneous gonadotropin recovery after

cl
o
ã:
o
0)o
oo
o
l
f
ro

0)o
q)
o-o
t.I
ocç
oo
3
oo
3
0)
¿o
o

o
N)

co
O)(o
è
(¡
--¡(¡(¡
co
o

@ç
o
Ø

o:
N)*.¡

0)

of
N)
Õ
N)
N)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 166 of 349 PageID #: 4215



3880 Hembree et al Guidelines on Gender-DysphoridGender-lncongruent Persons J Clin Endocrinol Metab, November 2011 , 1O2(11):3869-3903

cessation of GnRH analogs or by gonadotropin treat-

ment and will probably be associâted with physical

manifestations of testosterone production, as stated

above. Note that there are no data in this population
concerning the time required for sufficient spermato-
genesis to collect enough sperm for later fertility. In males

treated for precocious puberty, spermarche was reported

0.7 to 3 years âfter cessation of GnRH analogs (69). In
adult men with gonadotropin deficiency, sperm are noted

in seminal fluid by 6 to 1,2 months of gonadotropin
treâtment. However, sperm numbers when partners of
these patients conceive are far below the "normal Íange"
(70,71).

In girls, no studies have reported long-term, adverse

effects of pubertal suppression on ovarian function after

treatment cessation (72, 73). Clinicians should inform
adolescents that no data are available regarding either

time to spontaneous ovulation after cessation of GnRH
analogs or the response to ovulation induction following
prolonged gonadotropin suppression.

In males with GD/gender incongruence, when medical

treatment is started in a later phase of puberty or in
adulthood, spermatogenesis is sufficient for cryopreser-

vâtion and storage of sperm. In uitro spermatogenesis is

currently under investigation. Restoration of spermato-

genesis after prolonged estrogen treâtment has not
been studied.

In females with GD/gender incongruence, the effect of
prolonged treatment with exogenous testosterone on

ovarian function is uncertain. There have been reports of
an increased incidence of polycystic ovaries in trans-

gender males, both prior to and as a result of androgen

treatment (74-77), although these reports were not
confirmed by others (78). Pregnancy has been reported in
transgender males who have had prolonged androgen

treatment and have discontinued testosterone but have

not had genital surgery (79,80). A reproductive endo-

crine gynecologist can counsel patients before gender-

affirming hormone treatment or surgery regarding

potential fertility options (81). Techniques for cryo-

preservation of oocytes, embryos, and ovarian tissue

continue to improve, and oocyte maturation of immature

tissue is being studied (82).

2.0 Treatment of Adolescents

During the past decade, clinicians have progressively

acknowledged the suffering of young adolescents with
GD/gender incongruence. In some forms of GD/gender

incongruence, psychological interventions may be useful

and sufficient. However, for many adolescents with GD/
gender incongruence, the pubertal physical changes are

unbearable. As early medical intervention may prevent

psychological harm, various clinics have decided to start
treating young adolescents with GD/gender incongruence

with puberty-suppressing medication (a GnRH analog).

As compared with starting gender-affirming treatment

long after the first phases of puberty, a benefit of pubertal

suppression at early puberty may be a better psycho-

logical and physical outcome.
In girls, the first physical sign of puberty is the budding

of the breasts followed by an increase in breast and fat
tissue. Breast development is also associated with the

pubertal growth spurt, and menarche occurs -2 years

later. In boys, the first physical change is testicular
growth. A testicular volume =4 mL is seen as consistent

with the initiation of physical puberty. At the beginning

of puberty, estradiol and testosterone levels are still low
and are best measured in the early morning with an ul-
trasensitive assay. From a testicular volume of 10 mL,
daytime testosterone levels increase, leading to viriliza-
tion (83). Note that pubic hair and/or axillary hair/odor
may not reflect the onset of gonadarche; instead, it may

reflect adrenarche alone.

2.1.. 
-We 

suggest that adolescents who meet diagnostic
criteria for GD/gender incongruence, fulfill cri-
teria for treâtment (Table 5), and are requesting

treâtment should initially undergo treatment to
suppress pubertal development. (2 IOOOO)

2.2. We suggest that clinicians begin pubertal hor-
mone suppression after girls and boys first ex-

hibit physical changes of puberty (Tanner stages

G2/B.2). (2 |O@OO)

Evidence
Pubertal suppression can expand the diagnostic phase

by a long period, giving the subject more time to explore

options and to live in the experienced gender before

making a decision to proceed with gender-affirming sex

hormone treâtments and/or surgery, some of which is ir-
reversible (84, 85). Pubertal suppression is fully reversible,

enabling full pubertal development in the natal gender,

after cessation of treatment, if appropriate. The experience

of full endogenous puberty is an undesirable condition for
the GD/gender-incongruent individual and may seri-

ously interfere with healthy psychological functioning
and well-being. Treating GDigender-incongruent ad-

olescents entering puberty with GnRH analogs has

been shown to improve psychological functioning in
several domains (86).

Another reason to start blocking puberml hormones

early in puberty is that the physical outcome is improved
compared with initiating physical transition after puberty
has been completed (60, 62). Looking like a man or
woman when living as the opposite sex creates difficult
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barriers with enormous life-long disadvantages. \ùØe

therefore advise starting suppression in early puberty to
prevent the irreversible development of undesirable sec-

ondary sex characteristics. However, adolescents with
GD/gender incongruence should experience the first
changes of their endogenous spontâneous puberty, be-

cause their emotional reâction to these first physical

changes has diagnostic value in establishing the persis-

tence of GD/gender incongruence (85). Thus, Tanner
stage 2 is the optimal time to stârt pubertal suppression.
However, pubertal suppression treatment in early pu-

berty will limit the growth of the penis and scrotum,

which will have a potential effect on future surgical

treatments (87).

Clinicians can also use pubertal suppression in ado-

lescents in later pubertal stages to stop menses in trans-

gender males and prevent facial hair growth in
transgender females. However, in contrast to the effects

in early pubertal adolescents, physical sex characteristics
(such as more advanced breast development in trans-

gender boys and lowering of the voice and outgrowth of
the jaw and brow in transgender girls) âre not reversible.

Values and preferences
These recommendations place a high value on

avoiding an unsatisfactory physical outcome when sec-

ondary sex characteristics have become manifest and

irreversible, a higher value on psychological well-being,

and a lower value on avoiding potential harm from early
pubertal suppression.

Remarks
Table 6 lists the Tanner stages of breast and male

genital development. Careful documentation of hall-
marks of pubertal development will ensure precise timing
when initiating pubertal suppression once puberty has

started. Clinicians cân use pubertal LH and sex steroid

levels to confirm that puberty has progressed sufficiently
before stârting pubertal suppression (88). Reference

https://academic.oup.com/jcem 3881

ranges for sex steroids by Tanner stage may vary
depending on the assay used. Ultrasensitive sex steroid

and gonadotropin assays will help clinicians document
early pubertal changes.

Irreversible and, for GD/gender-incongruent adoles-

cents, undesirable sex characteristics in female puberty

are breasts, female body habitus, and, in some cases,

relative short stature. In male puberty, they are a
prominent Adam's apple; low voice; male bone config-

uration, such as a large jaw, big feet and hands, and tall
stature; and male hair pattern on the face and extremities.

2.3. \X/e recommend that, where indicated, GnRH
analogues are used to suppress pubertal hor-
mones. (1 IOOOO)

Evidence
Clinicians can suppress pubertal development and

gonadal function most effectively via gonadotropin
suppression using GnRH analogs. GnRH analogs are

long-acting agonists that suppress gonadotropins by

GnRH receptor desensitization after an initial increase of
gonadotropins during -10 days after the first and (to a
lesser degree) the second injection (89). Antagonists
immediately suppress pituitary gonadotropin secretion
(90, 91,). Long-acting GnRH analogs are the currently
preferred treatment option. Clinicians may consider long-

acting GnRH antagonists when evidence on their safety

and efficacy in adolescents becomes available.
During GnRH analog treatment) slight development

of secondary sex characteristics may regress, and in a

later phase of pubertal development, it will stop. In girls,

breast tissue will become atrophic, and menses will stop.
In boys, virilization will stop, and testicular volume may

decrease (92).

An advantage of using GnRH analogs is the reversibility

of the intervention. If, after extensive exploration of his/her

transition wish, the individual no longer desires transition,

they can discontinue pubertal suppression. In subjects with
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Table 6. Tanner Stages of Breast Development and Male External Genitalia

The description of T¿nner stages for breast development:
1. Prepubertal
2. Breast and papilla elevated as small mound; areolar diameter increased
3. Breast and areola enlarged, no contour separation
4. Areola and papilla form secondary mound
5. Mature; nipple projects, areola part of general breast contour

For penis and testes:
1. Prepubertal, testicular volume <4 mL

2. Slight enlargement of penis; enlarged scrotum, pink, texture altered, testes 4-6 mL

3. Penis longer, testes larger (8-1 2 mL)
4. Penis and glans larger, including increase in breadth; testes larger (12-1 5 mL), scrotum dark
5. Penis adult size; testicular volume > 15 ml

Adapted from Lawrence (56)
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precocious puberty, spontaneous pubertal development
has been shown to resume after patients discontinue taking

GnRH analogs (93).

Recommendations 2.L to 2.3 are supported by a

prospective follow-up study from The Netherlands. This
report assessed mental health outcomes in 55 transgender
adolescents/young adults (22 transgender females and 33

transgender males) at three time points: (1) before the

start of GnRH agonist (average age of 1.4.8 years at start
of treatment), (2) at initiation of gender-affirming hor-
mones (average age of 1"6.7 years at start of treatment),

and (3) 1 year after "gender-reassignment surgery"
(average age of 20.7 years) (63). Despite a decrease in
depression and an improvement in general mental health
functioning, GD/gender incongruence persisted through
pubertal suppression, as previously reported (86). How-
ever, following sex hormone treatment and gender-

reassignment surgery, GD/gender incongruence was
resolved and psychological functioning steadily improved
(63). Furthermore, well-being was similar to or better than

that reported by age-matched young adults from the

general population, and none of the study participants

regretted treatment. This study represents the first long-

term follow-up of individuals managed according to
currently existing clinical practice guidelines for trans-
gender youth) and it underscores the benefit of the mul-
tidisciplinary approach pioneered in The Netherlands;

however, further studies are needed.

Side effects
The primary risks of pubertal suppression in GD/

gender-incongruent adolescents may include adverse ef-

fects on bone mineralization (which can theoretically be

reversed with sex hormone treâtment), compromised
fertility if the person subsequently is treated with sex

hormones, and unknown effects on brain development.

Few data are available on the effect of GnRH analogs on

BMD in adolescents with GD/gender incongruence. Ini-
tial data in GD/gender-incongruent subjects demon-

strated no change of absolute areal BMD during 2 years

of GnRH analog therapy but a decrease in BMD z scores

(85). A recent study also suggested suboptimal bone

mineral accrual during GnRH analog treatment. The

study reported a decrease in areal BMD z scores and of
bone mineral apparent density z scores (which takes the

size of the bone into account) in 19 transgender males

treated with GnRH analogs from a mean age of 15.0
years (standard deviation = 2.0 years) for a median du-

ration of 1.5 years (0.3 to 5.2years) and in 15 transgender
females treated Írom14.9 (*1.9) years for 1.3 years (0.5

to 3.8 years), although not all changes were statistically
significant (94). There was incomplete catch-up at age22
years after sex hormone treâtment from age 16.6 1-+1.4¡

years for a median duration of 5.8 years (3.0 to 8.0 years)

in transgender females and from age 16.4 1-t-2.3¡ years for
5.4 years (2.8 to 7.8 years) in transgender males. Limle is

known about more prolonged use of GnRH analogs.

Researchers reported normal BMD ¿ scores ât age 35

years in one individual who used GnRH analogs from age
'1,3.7 years until age 18.6 years before initiating sex

hormone treatment (65).

Additional data are available from individuals with
late puberty or GnRH analog treatment of other in-

dications. Some studies reported that men with consti-
tutionally delayed puberty have decreased BMD in
adulthood (95). However, other studies reported that
these men have normal BMD (96, 97). Treating adults
with GnRH analogs results in a decrease of BMD (98). In
children with central precocious puberty, treatment with
GnRH analogs has been found to result in a decrease of
BMD during treatment by some (99) butnot others (100).

Studies have reported normal BMD after discontinuing
therapy (69, 72,73, 1,0'1., 102). In adolescents treated

with growth hormone who are small for gestational age

and have normal pubertal timing, 2-year GnRH analog
treatments did not adversely affect BMD (103). Calcium
supplementation may be beneficial in optimizing bone

health in GnRH analog-treated individuals (104). There

are no studies of vitamin D supplementâtion in this

context, but clinicians should offer supplements to vi-
tamin D-deficient adolescents. Physical activity, espe-

cially during growth, is important for bone mass in
healthy individuals (103) and is therefore likely to be

beneficial for bone health in GnRH analog-treated
subjects.

GnRH analogs did not induce a change in body
mass index standard deviation score in GD/gender-
incongruent adolescents (94) but caused an increase in
fat mass and decrease in lean body mass percentage (92).

Studies in girls treated for precocious puberty also

reported a stable body mass index standard deviation

score during treatment (72) and body mass index and

body composition comparable to controls aÍter treat-
ment (73).

Arterial hypertension has been reported as an adverse

effect in a few girls treated with GnRH analogs for
precocious/early puberty (105, 106). Blood pressure

monitoring before and during treatment is recommended.

Individuals may also experience hot flashes, fatigue,

and mood alterations as a consequence of pubertal

suppression. There is no consensus on treatment of these

side effects in this context.
It is recommended that any use of pubertal blockers

(and subsequent use of sex hormones) as detailed below)
include a discussion about implications for fertility (see

recommendation 1.3). Transgender adolescents may
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want to preserve fertility, which may be otherwise
compromised if puberty is suppressed at an early stage

and the individual completes phenotypic transition with
tire use of sex hormones.

Limited data are available regarding the effects of
GnRH analogs on brain development. A single cross-

sectional study demonstrated no compromise of execu-

tive function (107), but animal data suggest there may be

an effect of GnRH analogs on cognitive function (108).

Values and preferences
Our recommendation of GnRH analogs places a higher

value on the superior efficacy, safety, and reversibility of
the pubertal hormone suppression achieved (as compared
with the alternatives) and a relatively lower value on

limiting the cost of therapy. Of the available alternatives,

depot and oral progestin preparations are effective. Ex-

perience with this treatment dates back prior to the

emergence of GnRH analogs for treating precocious pu-

berry in papers from the 1960s and early 1.970s (1.09-1"1.2).

These compounds are usually safe, but some side effects

have been reported (113-115). Only two recent studies

involved rransgender youth (116, L1,7). One of these

studies described the use of oral lynestrenol monotherapy

followed by the addition of testosterone treatment in
transgender boys who were at Tanner stage B4 or further
at the start of treâtment ( 1 1 7). They found lynestrenol safe,

but gonadotropins were not fully suppressed. The study

reported metrorrhagia in approximately half of the in-
dividuals, mainly in the first 6 months. Acne, headache,

hot flashes, and fatigue were other frequent side effects.

Another progestin that has been studied in the United

States is medroxyprogesterone. This agent is not as ef-

fective as GnRH analogs in lowering endogenous sex

hormones either and may be associated with other side

effects (116). Progestin prepârations may be an acceptable

treatment for persons without access to GnRH analogs or
with a needle phobia. If GnRH analog treatment is not
available (insurance denial, prohibitive cost, or other

reasons), postpubertal, transgender female adolescents

may be treated with an antiandrogen that directly sup-

presses androgen synthesis or âction (see adult section).

https://academic.oup.com/jcem 3883

Remarks
Measurements of gonadotropin and sex steroid levels

give precise information about gonadal axis suppression,

although there is insufficient evidence for any specific

short-term monitoring scheme in children treated with
GnRH analogs (88). If the gonadal axis is not completely

suppressed-as evidenced by (for example) menses, erec-

tions, or progressive hair growth-the interval of GnRH

analog treatment can be shortened or the dose increased.

During treatment, adolescents should be monitored for
negative effects of delaying puberry, including a halted

growth spurt and impaired bone mineral accretion. Table 7

illustrates a suggested clinical protocol.

Anthropometric measurements and X-rays of the left
hand to monitor bone age are informative for evaluating
growth. To assess BMD, clinicians can perform dual-

energy X-ray absorptiometry scans.

2.4. In adolescents who request sex hormone treat-
ment (given this is a partly irreversible treatment),

we recommend initiating treâtment using a

gradually increasing dose schedule (see Table 8)

after a multidisciplinary team of medical and

MHPs has confirmed the persistence of GD/
gender incongruence and sufficient mental ca-

pacity to give informed consent, which most

adolescents have by age 1,6 years (Table 5).

(1 TOOOO)
2.5. rùle recognize that there may be compelling

reâsons to initiate sex hormone treatment prior to
the age of 16 years in some adolescents with GDi
gender incongruence, even though there are

minimal published studies of gender-affirming

hormone treatments administered before age

13.5 to 14 years. As with the care of adolescents
>-16 years of age, we recommend that ân expert

multidisciplinary team of medical and MHPs
manage this treatment. (1 I@OOO)

2.6. We suggest monitoring clinical pubertal devel-

opment every 3 to 6 months and laboratory
parameters every 6 to 12 months during sex

hormone trearment (Table 9). (2 IOOOO)
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Table 7. Baseline and Follow-Up Protocol During Suppression of Puberty

Every 3-6 mo
Anthropometry: height, weight, sitting height, blood pressure, Tanner stages

Every 6-12 mo
Laboratory: LH, FSH, E2tT,25OH vitamin D

Every 1-2 y
Bone density using DXA
Bone age on X-ray of the left hand (if clinically indicated)

Adapted from Hembree et al (1 1 8).

Abbreviations: DXA, dual-energy X-ray absorptiometry; E2, estradiol; FSH, follicle stimulating hormone; LH, luteinizing hormone; T, testosterone;
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Table 8. Protocol lnduction of Puberty

lnduction of female puberty with oral 17B-estradiol, increasing the dose every 6 mo:
5 pqlkg/d
10 pg/kg/d
15 p"glkgld
20 p,glkgld
Adult dose = 2-6 mg/d
ln postpubertal transgender female adolescents, the dose of 17þ-estradiol can be ¡ncreased more rapidly:

1 mg/d for 6 mo
2 mg/d

lnduction of female puberty with transdermal 17B-estradiol, increasing the dose every 6 mo (new patch is placed every 3.5 d)
6.25-12.5 p"g/24h (cut 25-p9 patch into quarters, then halves)
25 p"g/24 h
37.5 p,g/24 h

Adult dose : 50-200 p.g/24 h
For alternatives once at adult dose, see Table 1 1.

Adjust maintenance dose to mimic physiological estradiol levels (see Table 15).

Induction of male puberty with testosterone esters increasing the dose every 6 mo (lM or 5C):
25 mq/m'¿l2 wk (or alternatively, half this dose weekly, or double the dose every 4 wk)
so mitm2tz wk
75 mglm'¿/2wk
1oo mg/m'¿/2 wk
Adult dose = 100-200 mg every 2 wk
ln postpubertal transgender male adolescents the dose of fes¡osterone esters can be increased more rapidly:

75 mg/2 wk for 6 mo
125 mg/2 wk

For alternatives once at adult dose, see Table 1 1.

Adjust maintenance dose to mimic physiological testosterone levels (see Table 14).

Adapted from Hembree et a/ (1 1 8).

Abbreviations: lM, intramuscularly; SC, subcutaneously.
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Evidence
Adolescents develop competence in decision making at

their own pace. Ideally, the supervising medical pro-

fessionals should individually âssess this competence,

although no objective tools to make such an âssessment

are currently available.
Many adolescents have achieved a reasonable level of

competence by age 15 to 16 years (119), and in many
countries 16-year-olds are legally competent with regard

to medical decision making (120). However, others be-

lieve that although some capacities are generally achieved

before age 1,6 years, other abilities (such as good risk

assessment) do not develop until well after 1 8 years (L21).

They suggest that health care procedures should be di-
vided along a matrix of relative risk, so that younger

adolescents can be allowed to decide about low-risk
procedures, such as most diâgnostic tests and common
therapies, but not about high-risk procedures, such as

most surgical procedures (121).

Currently available data from transgender adolescents

support treatment with sex hormones starting at age 1.6

years (63, 1.22). However, some patients may incur po-

tential risks by waiting until age 1,6 years. These include
the potential risk to bone health if puberty is suppressed

Table 9. Baseline and Follow-up Protocol During lnduction of Puberty

Every 3-6 mo
.Anthropometry: height, weight, sitting height, blood pressure, Tanner stages

Every 6-12 mo
.ln transgender males: hemoglobin/hematocrit, lipids, testosterone, 25OH vitamin D
.ln transgender females: prolactin, estradiol, 25OH vitamin D

Every 1-2 y
.BMD using DXA
.Bone age on X-ray of the left hand (if clinically indicated)

BMD should be monitored into adulthood (until the age of 25-30 y or until peak bone mass has been reached).
For recommendations on monitoring once pubertal tnduction has been completed, see l¿bles 14 and 15.

Adapted from Hembree et al ('1 18).

Abbreviation. DXA, dual-energy X-ray absorptiometry.

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 171 of 349 PageID #: 4220



doi: 1 0.1 21 0/c.201 7-01 658

for 6 to 7 years before initiating sex hormones (e.g., if
someone reached Tanner stage 2 at age 9-1,0 years old).
Additionally, there may be concerns about inappropriate
height and potential harm to mental health (emotional

and social isolation) if initiation of secondary sex char-

acteristics must wait until the person has reached 16 years

of age. However, only minimal data supporting earlier
use of gender-affirming hormones in transgender ado-

lescents currently exist (63). Clearly, long-term studies

are needed to determine the optimal age of sex hormone

treatment in GD/gender-incongruent adolescents.

The MHP who has followed the adolescent during
GnRH analog treatment plays an essential role in
assessing whether the adolescent is eligible to start sex

hormone therapy and capable of consenting to this

treatment (Table 5). Support of the family/environment is

essentiâI. Prior to the start of sex hormones, clinicians

should discuss the implications for fertility (see recom-

mendation 1.5). Throughout pubertal induction, an

MHP and a pediatric endocrinologist (or other clinician
competent in the evaluation and induction of pubertal

development) should monitor the adolescent. In addition
to monitoring therapy, it is also important to pay at-

tention to general adolescent health issues, including
healthy life style choices, such as not smoking, con-

trâception, and appropriate vaccinations (e.g., human
papillomavirus).

For the induction of puberty, clinicians can use a similar

dose scheme for hypogonadaladolescents with GD/gender
incongruence as they use in other individuals with
hypogonadism, carefully monitoring for desired and un-
desired effects (Table 8). In transgender female adoles-

cents, transdermal 17B-estradiol may be an alternative for
oral L7|-estradiol. It is increasingly used for pubertal

induction in hypogonadal females. However, the absence

of low-dose estrogen patches may be a problem. As a
result, individuals may need to cut patches to size them-

selves to achieve appropriate dosing (123). In transgender

male adolescents, clinicians can give testosterone injections

intramuscularly or subcutaneously (124, 125).
-üØhen puberty is initiated with a gradually increasing

schedule of sex steroid doses, the initial levels will not
be high enough to suppress endogenous sex steroid se-

cretion. Gonadotropin secretion and endogenous pro-
duction of testosterone may resume and interfere with
the effectiveness of estrogen treatment, in transgender
female adolescents (126, t27) . Therefore, continuation of
GnRH analog treatment is advised until gonadectomy.

Given that GD/gender-incongruent adolescents may opt
not to have gonadectomy, long-term studies are necessary

to examine the potentialrisks of prolonged GnRH analog

treatment. Alternatively, in transgender male adolescents,

GnRH analog treâtment can be discontinued once ân

https://academic.oup.com/jcem 3885

adult dose of testosterone has been reached and the in-
dividual is well virilized. If uterine bleeding occurs, â

progestin can be added. However, the combined use of a

GnRH analog (for ovarian suppression) and testosterone

may enable phenotypic transition with a lower dose of
testosterone in comparison with testosterone alone. If
there is a wish or need to discontinue GnRH analog
treatment in transgender female adolescents, they may be

treated with an antiandrogen that directly suppresses

androgen synthesis or action (see section 3.0 "Hormonal
Therapy for Transgender Adults").

Values and preferences
The recommendation to initiate pubertal induction

only when the individual has sufficient mental capacity
(roughly age 1.6 years) to give informed consent for this
partly irreversible treatment places a higher value on the

ability of the adolescent to fully understand and oversee

the partially irreversible consequences of sex hormone
treatment and to give informed consent. It places a lower
value on the possible negative effects of delayed puberty.
'We may not currently have the means to weigh ade-

quately the potential benefits of waiting until around age

L6 years to initiate sex hormones vs the potential risks/

harm to BMD and the sense of social isolation from
having the timing of puberty be so out of sync with
peers (128).

Remarks
Before starting sex hormone treâtment, effects on fer-

tility and options for fertility preservation should be dis-

cussed. Adult height may be a concern in transgender

adolescents. In a transgender female adolescent, clinicians
may consider higher doses of estrogen or a more rapid
tempo of dose escalation during pubertal induction. There

are no established treatments yet to augment adult height
in a transgender male adolescent with open epiphyses

during pubertal induction. It is not uncommon for
transgender adolescents to present for clinical services after
having completed or nearly completed puberry. In such

cases, induction of puberty with sex hormones can be done

more rapidly (see Table 8). Additionally, an adult dose of
testosterone in transgender male adolescents may suffice to

suppress the gonadal axis without the need to use a sep-

arate agent. At the appropriate time, the multidisciplinary
team should adequately prepare the adolescent for tran-

sition to adult care.

3.0 Hormonal Therapy for
Transgender Adults

The two major goals of hormonal therapy are (1) to
reduce endogenous sex hormone levels, and thus reduce
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tire secondary sex characteristics of the individual's
designated gender, and (2) to replace endogenous sex

hormone levels consistent with the individual's gender

identity by using the principles of hormone re-
placement treatment of hypogonadal patients. The
timing of these two goals and the age at which to begin
treatment with the sex hormones of the chosen gender

is codetermined in collaboration with both the person
pursuing transition and the health care providers. The
treatment team should include a medical provider
knowledgeable in transgender hormone therapy, an
MHP knowledgeable in GD/gender incongruence and
the mental health concerns of transition, and a primary
care provider able to provide care appropriate for
transgender individuals. The physical changes in-
duced by this sex hormone transition are usually ac-

companied by an improvement in mental well-being
(129,130).

3.1. '!le 
recommend that clinicians confirm the di-

agnostic criteria of GD/gender incongruence
and the criteria for the endocrine phase of
gender transition before beginning treatment.
(1 IO@OO)

3.2. \íe recommend that clinicians evaluate and ad-
dress medical conditions that can be exacerbated
by hormone depletion and treatment with sex

hormones of the affirmed gender before begin-

ning rrearment (Table 10). (1 IOO@O)
3.3. Ve suggest that clinicians measure hormone

levels during treatment to ensure that endogenous

sex steroids are suppressed and administered sex

steroids are maintained in the normal physiologic

range for the affirmed gender. (2 I@OOO)

Evidence
It is the responsibility of the treating clinician to

confirm that the person fulfills criteria for treatment.
The treating clinician should become familiar with the

terms and criteria presented in Tables 1-5 and take a

thorough history from the patient in collaboration with
the other members of the treatment team. The treating
clinician must ensure that the desire for transition is
appropriate; the consequences, risks, and benefits of
treâtment are well understood; and the desire for
transition persists. They also need to discuss fertil-
ity preservation options (see recommendation 1.3)
(67,68).

Transgender males
Clinical studies have demonstrated the efficacy of

several different androgen preparations to induce mas-

culinization in transgender males (Appendix A) (113,

11.4, 1.31.-1.34). Regimens to change secondary sex

characteristics follow the general principle of hormone
replacement treâtment of male hypogonadism (135).

Clinicians can use either parenteral or transdermal
preparations to achieve testosterone values in the normal
male range (this is dependent on the specific assay, but is

typically 320 ro 1000 ngldl) (Table 11) (136). Sustained

supraphysiologic levels of testosterone increase the risk
of adverse reâctions (see section 4.0 "Adverse Out-
come Prevention and Long-Term Care") and should
be avoided.

Similar to androgen therapy in hypogonadal men,

testosterone treâtment in transgender males results in
increased muscle mass and decreased fat mass, increased

facial hair and acne, male pattern baldness in those ge-

netically predisposed, and increased sexual desire (137).
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Table 10. Medical Risks Associated With Sex Hormone Therapy

Transgender female: estrogen
Very high risk of adverse outcomes:

.Thromboembolic disease
Moderate risk of adverse outcomes:

. Macroprolactinoma

. Breast cancer

. Coronary artery disease

. Cerebrovascular disease

. C holelithiasis

. Hypertri glyceridemia

Transgender male: testosterone
Very high risk of adverse outcomes:

. Erythrocytosis (hematocrit > 50%)
Moderate risk of adverse outcomes:

.Severe liver dysfunction (transaminases > threefold upper limit of normal)

. Coronary artery disease

. Cerebrovascular disease

. Hypertension

.Breast or uterine cancer
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Table 11. Hormone Regimens in Transgender Persons

Transgender femalesu
Estrogen

Oral
Estradiol

Transdermal
Estradiol transdermal patch
(New patch placed every 3-5 d)

Parenteral
Estradiol valerate or cypionate

Anti-androgens
Spironolactone
Cyproterone acetateÐ

GnRH agonist

Transgender males
Testosterone

Parenteral testosterone
Testosterone enanthate or cypionate
Testosterone undecanoate'

Transderma I testosterone
Testosterone gel 1.6%d
Testosterone transderma I patch

2.0-6.0 mg/d

0.025-0.2 mg/d

5-30 mg lM every 2 wk
2-1 0 mg lM every week

100-300 mg/d
25-50 mg/d

3.75 mg SQ (SC) monthly
11.25 mg 5Q (5C) 3-monthly

1 00-200 mg SQ (lM) every 2 wk or 5Q (5C) 50% per week
1000 mg every 12 wk

50-100 mg/d
2.5-7.5 mg/d

Abbreviations: lM, intramuscularly; SQ, sequentially; SC, subcutaneously.
aEstrogens used with or without antiandrogens or GnRH agonist.
bNot available in the United States.

'One thousand milligrams initially followed by an injection at 6 wk then at 12-wk intervals.
dAvoid cutaneous transfer to other individuals.

In transgender males, testosterone will result in clit-
oromegaly, temporary or permânent decreased fertility,
deepening of the voice, cessation of menses (usually),

and a significant increase in body hair, particularly on the

face, chest, and abdomen. Cessation of menses mây occur
within a few months with testosterone treatment alone,
although high doses of testosterone may be required. If
uterine bleeding continues, clinicians may consider the
addition of a progestational agent or endometrial abla-
tion (1.38). Clinicians may also administer GnRH analogs
or depot medroxyprogesterone to stop menses prior to
testosterone treâtment.

Transgender females
The hormone regimen for transgender females is more

complex than the transgender male regimen (Appendix
B). Treatment with physiologic doses of estrogen alone is
insufficient to suppress testosterone levels into the normal
range for females (139). Most published clinical studies

report the need for adjunctive therapy to achieve tes-

tosterone levels in the female runge (21, 1.1.3, 1.1.4,

132-134, 1,39,1,40).

Multiple adjunctive medications are available, such as

progestins with antiandrogen activity and GnRH ago-
nists (141). Spironolactone works by directly blocking
androgens during their interaction with the androgen

receptor (1.1.4, I33, 142). It. may also have estrogenic

activity (143). Cyproterone acetate, a progestational
compound with antiandrogenic properties (1.1.3, 'J.32,

1,44),is widely used in Europe.Sa-Reductase inhibitors
do not reduce testosterone levels and have adverse ef-

fects (145).

Dittrich et al. (1"41) reported that monthly doses of the

GnRH agonist goserelin acetate in combination with
estrogen were effective in reducing testosterone levels

with a low incidence of adverse reactions in 60 trans-
gender females. Leuprolide and transdermal estrogen

were as effective as cyproterone and transdermal estrogen

in a comparative retrospective study (146).

Patients can take estrogen as oral conjugated estro-

gens, oral 1,7 B -estt adiol, or transde rmal 1"7 B-estradiol.
Among estrogen options, the increased risk of throm-
boembolic events associated with estrogens in general

seems most concerning with ethinyl estradiol specifically
(134,140,141), which is why we specifically suggest that
it not be used in any trânsgender treatment plan. Data
distinguishing among other estrogen options are less well
established although there is some thought that oral
routes of administration âre more thrombogenic due to
the "first pass effect" than are transdermal and paren-

teral routes, and that the risk of thromboembolic events

is dose-dependent. Injectable estrogen and sublingual

o
o
€
J
o
0)ooo
o
3
f
ìo
Ø

o)o
0)c
o
f
Þ
ocç
oo
3*:oo
3
q)

¿o
o

N)

(,
co
ó)(o
Þ
(¡
--¡(¡(¡
oo
o
oc
o
Ø

o
:J
N)
_.1

q)

O
J
N)ô
N)
¡\)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 174 of 349 PageID #: 4223



3888 Hembree et al Guidelines on Gender-DysphoridGender-lncongruent Persons J Clin Endocrinol Metab, November 2011,1O2(1 1):3869-3903

estrogen may benefit from avoiding the first pass effect,

but they can result in more rapid peaks with greater

overall periodicity and chus âre more difficult to monitor
(147, 148). Flowever, there are no data demonstrating
that increased periodicity is harmful otherwise.

Clinicians can use serum estradiol levels to monitor
oral, transdermal, and intramuscular estradiol. Blood
tests cannot monitor conjugated estrogens or synthetic
estrogen use. Clinicians should measure serum estra-

diol and serum testosterone and maintain them at the
level for premenopausal females (100 to 200 pglmL
and <50 ng/dl-, respectively). The ransdermal preparations

and in¡ectable estradiol cypionate or valerate prepârations

may confer an advantage in older transgender females who
may be at higher risk for thromboembolic disease (149).

Values
Our recommendation to maintain levels of gender-

affirming hormones in the normal adult range places a
high value on the avoidance of the long-term complica-
tions of pharmacologic doses. Those patients receiving

endocrine treatment who have relative contraindications
to hormones should have an in-depth discussion with their
physician to balance the risks and benefits of therapy.

Remarks
Clinicians should inform all endocrine-treated in-

dividuals of all risks and benefits of gender-affirming
hormones prior to initiating therapy. Clinicians should
strongly encourage tobacco use cessation in transgender
females to avoid increased risk of VTE and cardiovas-

cular complications. \Øe strongly discourage the un-

supervised use of hormone therapy (150).

Not all individuals with GD/gender incongruence seek

treatment as described (e.g., male-to-eunuchs and in-
dividuals seeking partial transition). Tailoring current
protocols to the individual may be done within the

context of accepted safety guidelines using a multidisci-
plinary approach including mental health. No evidence-

based protocols are available for these groups (151). '!7e

need prospective studies to better understand treatment

options for these persons.

3.4. \X/e suggest that endocrinologists provide edu-

cation to transgender individuals undergoing

treatment about the onset and time course of
physical changes induced by sex hormone
rrearmenr. (2 IOOOO)

Evidence

Transgender males
Physical changes that are expected to occur during

the first L to 6 months of testosterone therapy include

cessation of menses, increased sexual desire, increased

facial and body hair, increased oiliness of skin, increased

muscle, and redistribution of fat mass. Changes that
occur within the first year of testosterone therapy include
deepening of the voice (152, 153), clitoromegaly, and

male pattern hair loss (in some cases) (L14, 1.44, 154,
155) (Table 12).

Transgender females
Physical changes that may occur in transgender fe-

males in the first 3 to 'J,2 months of estrogen and anti-
androgen therapy include decreased sexual desire,
decreased spontaneous erections, decreased facial and
body hair (usually mild), decreased oiliness of skin, in-
creased breast tissue growth, and redistribution of fat
mass (114, 'J.39,1.49,154, 155, 161) (Table 13). Breast

development is generally maximal at" 2 years after initi-
ating hormones (1\4, 139, 149, 155). Over a long
period of time, the prostate gland and testicles will
undergo atrophy.

Although the time course of breast development in
transgender females has been studied (150), precise in-
formation about other changes induced by sex hormones
is lacking (141). There is a great deal of variabiliry among
individuals, as evidenced during pubertal development.
\le all know that a major concern for transgender fe-

males is breast development. If we work with estro-
gens, the result will be often not what the transgender

female expects.

Alternatively, there are transgender females who re-

port an anecdotal improved breast development, mood,

or sexual desire with the use of progestogens. However,
there have been no well-designed studies of the role of
progestogens in feminizing hormone regimens, so the

question is still open.
Our knowledge concerning the natural history and

effects of different cross-sex hormone therapies on breast

Table 12.
Males

Masculinizing Effects in Transgender

Effect Onset Maximum
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Skin oiliness/acne
Facial/body hair growth
Scalp hair loss
lncreased muscle mass/stren gth
Fat redistribution
Cessation of menses
Clitoral enlargement
Vaginal atrophy
Deepening of voice

1-6 mo
6-12 mo
6-12 mo
6-12 mo
1-6 mo
1-6 mo
1-6 mo
1-6 mo

6-12 mo

1-2 y
+-s"v

2-5 y
z-\v

1-2 v
1-2 v
1-2 y

Estimates represent clinical observations: Toorians et ¿l (149), Assche-

man et a/. (156), Gooren et al. (157), Wierckx et al (158).

"Prevention and treatment as recommended for biological men.
bMenorrhagia requires diagnosis and treatment by a gynecologist.
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Decrease in muscle mass and strength
Softening of skin/decreased oiliness
Decreased sexual desire
Decreased sponta neous erections
Male sexual dysfunction
Breast growth
Decreased testicular volume
Decreased sperm production
Decreased terminal hair growth
Scalp hair
Voice changes

doi: 1 0.1 21 0/jc.2017 -01658

Table 13. Feminizing Effects in Transgender
Females

Effect Onset Maximum

Redistribution bo 2-3 v
1-2 y

Unknown
3-6 mo
3-6 mo
Variable

2-3 v
2-3 y
>3y
>3 yu

b

c

https://academic.oup.com/jcem 3889

3 months during the first year of hormone
therapy for transgender males and females and
then once or twice yearly. (2 I@OOO)

Evidence
Pretreatment screening and appropriate regular

medical monitoring âre recommended for both trans-
gender males and females during the endocrine transition
and periodically thereafter (26, 155). Clinicians should
monitor weight and blood pressure, conduct physical

exâms, and assess routine health questions, such as to-
bacco use, symptoms of depression, and risk of adverse

events such as deep vein thrombosis/pulmonary embo-

lism and other adverse effects of sex steroids.

Transgender males
Table 14 contains a standard monitoring plan for

transgender males on testosterone therapy (154, 1'59).

I(ey issues include maintaining testosterone levels in the

physiologic normal male range and avoiding adverse

events resulting from excess testosterone therâpy, par-

ticularly erythrocytosis, sleep apnea, hypertension, ex-

cessive weight gain, salt retention, lipid changes, and
excessive or cystic acne (135).

Because oral 1,7-alkylated testosterone is not recom-
mended, serious hepatic toxicity is not anticipated with
parenteral or transdermal testosterone use (1.63, 1'64).

Past concerns regarding liver toxicity with testosterone

have been alleviated with subsequent reports that indicate
the risk of serious liver disease is minimal (1.44,L65,1'66).

Transgender females
Table 15 contains a standard monitoring plan for

transgender females on estrogens, gonadotropin suppres-

sion, or antiandrogens (160). I(ey issues include avoiding

supraphysiologic doses or blood levels of esffogen that may

lead to increased risk for thromboembolic disease, liver

dysfunction, and hypertension. Clinicians should monitor
serum estradiol levels using laboratories participating in
external quality control, as measurements of estradiol in
blood can be very challenging (167).

VTE may be a serious complication. A study re-

ported a Z}-fold increase in venous thromboembolic
disease in a large cohort of Dutch transgender subjects

(161). This increase may have been associated with the use

of the synthetic estrogen, ethinyl estradiol (149). The in-
cidence decreased when clinicians stopped administering
ethinyl estradiol (161). Thus, the use of synthetic estrogens

and conjugated estrogens is undesirable because of the

inability to regulate doses by measuring serum levels and

the risk of thromboembolic disease. In a German gender

clinic, deep vein thrombosis occurred in 1 of 60 of
transgender females treated with a GnRH analog and oral

3-6 mo
3-6 mo
3-6 mo
1-3 mo
1-3 mo
Variable
3-6 mo
3-6 mo

Unknown
6-1 2 mo
Variable

None

Estimates represent clinical observations: Toorians et al. (149),

Asscheman et ¿/. (1 56), Gooren et a/. (1 57).
uComplete removal of male sexual hair requires electrolysis or laser

treatment or both.
bFamilial scalp hair loss may occur if estrogens are stopped.
cTreatment by speech patholog¡sts for voice training is most effective.

development in transgender females is extremely sparse

and based on the low quality of evidence. Current evi-

dence does not indicate that progestogens enhance breast

development in transgender females, nor does evidence

prove the absence of such an effect. This prevents us from
drawing any firm conclusion at this moment and dem-

onstrates the need for further research to clarify these

important clinical questions (162).

Values and preferences
Transgender persons have very high expectations re-

garding the physical changes of hormone treatment and

are aware that body changes can be enhanced by sur-
gical procedures (e.g., breast, face, and body habitus).
Clear expectations for the extent and timing of sex

hormone-induced changes may prevent the potential
harm and expense of unnecessary procedures.

4.0 Adverse Outcome Prevention and
Long-Term Care

Hormone therapy for transgender males and females

confers many of the same risks associated with sex

hormone replacement therapy in nontransgender per-

sons. The risks arise from and are worsened by in-
advertent or intentional use of supraphysiologic doses of
sex hormones, as well as use of inadequate doses of sex

hormones to maintain normal physiology (131,139).

4.1. \X/e suggest regular clinical evaluation for phys-

ical changes and potential adverse changes in
response to sex steroid hormones and laboratory
monitoring of sex steroid hormone levels every
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Table 14. Monitoring of Transgender Persons on Gender-Affirming Hormone Therapy: Transgender Male

1 . Evaluate patìent every 3 mo in the first year and then one to two times per year to monitor for appropriate signs of virilization and for
development of adverse reactions.

2. Measure serum testosterone every 3 mo until levels are in the normal physiologic male range:'
a. For testosterone enanthate/cypionate injections, the testosterone level should be measured midway between injections. The target

level is 400-700 ngldL to 400 ng/dL. Alternatively, measure peak and trough levels to ensure levels remain in the normal male range.
b. For parenteral testosterone undecanoate, testosterone should be measured just before the following injection. lf the level is

<400 ngldl, adjust dosing interval.
c. Fortransdermaltestosterone, the testosterone level can be measured no soonerthan after 1 wk of daily application (at least 2 h after

application).
3. Measure hematocrit or hemoglobin at baseline and every 3 mo for the first year and then one to two times a year. Monitor weight,

blood pressure, and lipids at regular intervals.
4. Screening for osteoporosis should be conducted in those who stop testosterone treatment, are not compliant with hormone therapy,

or who develop risks for bone loss.
5. lf cervical tissue is present, monitoring as recommended by the American College of Obstetricians and Gynecologists.
6. Ovariectomy can be considered after completion of hormone transition.
7. Conduct sub- and periareolar annual breast examinations if mastectomy performed. lf mastectomy is not performed, then consider

mammograms as recommended by the American Cancer Society.

aAdapted from Lapauw et a¿ (1 54) and Ott et a/. (1 59).

estradiol (141). The patient who developed a deep vein

thrombosis was found to have a homozygo:s C677 T
mutation in the methylenetetrahydrofolate reductase
gene. In an Austrian gender clinic, administering gender-

affirming hormones to 1,62 transgender females and 89

transgender males was not associated with VTE, despite

an 8 .0o/o and 5 .6o/" incidence of thrombophilia ( 159 ). A
more recent multinational study reported only 10 cases

of VTE from a cohort of 1.073 subjects (168). Throm-
bophilia screening of transgender persons initiating
hormone treatment should be restricted to those with
a personal or family history of VTE (159). Monitor-
ing o-dimer levels during treatment is not recom-
mended (169).

4.2. -We suggest periodically monitoring prolactin
levels in transgender females treated with estro-
gens. (2 IOOOO)

Evidence
Estrogen therapy can increase the growth of pituitary

lactrotroph cells. There have been several reports of
prolactinomas occurring after long-term, high-dose

estrogen therapy (1,70-1,73). Up to 20'/' of transgender

females treated with estrogens may have elevations in
prolactin levels associated with enlargement of the pi-
tuitary gland (156). In most cases, the serum prolactin
levels will return to the normal range with a reduction or
discontinuation of the estrogen therapy or discontinua-
tion of cyproterone acetate (157,174, 175).

The onset and time course of hyperprolactinemia
during estrogen treatment are not known. Clinicians
should measure prolactin levels at baseline and then at
least annually during the transition period and every 2

years thereafter. Given that only a few case studies
reported prolactinomas, and prolactinomas were not
reported in large cohorts of estrogen-treated persons,
the risk is likely to be very low. Because the major
presenting findings of microprolactinomas (hypo-
gonadism and sometimes gynecomastia) are not ap-
parent in transgender females, clinicians may perform
radiologic examinations of the pituitary in those pa-
tients whose prolactin levels persistently increase
despite stable or reduced estrogen levels. Some trans-
gender individuals receive psychotropic medications that
can increase prolactin levels (174).
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Table 15. Monitoring of Transgender Persons on Gender-Affirming Hormone Therapy: Transgender Female

'1 . Evaluate patient every 3 mo in the first year and then one to two times per yearto monìtor for appropriate signs of feminization and for
development of adverse reactions.

2. Measure serum testosterone and estradiol every 3 mo.
a. Serum testosterone levels should be <50 ngldl.
b. Serum estradiol should not exceed the peak physiologic range: 100-200 pg/ml.

3. For individuals on spironolactone, serum electrolytes, particularly potassium, should be monitored every 3 mo in the first year and
annually thereafter.

4. Routine cancer screening is recommended, as in nontransgender individuals (all tissues present).
5. Consider BMD testing at baseline (1 60). ln individuals at low risk, screening for osteoporosis should be conducted at age 60 years or in

those who are not compliant with hormone therapy.

This table presents strong recommendations and does not include lower level recommendations.
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4.3. 'l7e 
suggest that clinicians evaluate transgender

persons treated with hormones for cardiovas-

cular risk factors using fasting lipid profiles, di-
abetes screening, and/or other diagnostic tools.
(2 t@OOO)

Evidence

Transgender males
Administering testosterone to trânsgender males re-

sults in a more atherogenic lipid profile with lowered

high-density lipoprotein cholesterol and higher tri-
glyceride and low-density lipoprotein cholesterol values

(1,76-1,79). Studies of the effect of testosterone on insulin
sensitivity have mixed results (178, 180). A randomized,

open-label uncontrolled safety study of transgender

males treated with testosterone undecanoate demon-

strated no insulin resistance after 1. year (1.81", L82).

Numerous studies have demonstrated the effects of sex

hormone treatment on the cardiovascular system (160,

1.79,1.83, L 84). Long-term studies from The Netherlands

found no increased risk for cardiovascular mortality
(161). Likewise, a meta-ânalysis of 19 randomized trials
in nontransgender males on testosterone replacement

showed no increased incidence of cardiovascular events

(185). A systematic review of the literature found that
data were insufficient (due to very low-quality evidence)

to allow a meaningful assessment of patient-important
outcomes, such as death, stroke, myocardial infarction,
or VTE in transgender males (176). Future research is

needed to ascertain the potential harm of hormonal
therapies (176). Clinicians should manage cardiovascular

risk factors âs they energe according to established

guidelines (186).

Transgender females
A prospective study of transgender females found

favorable changes in lipid parameters with increased

high-density lipoprotein and decreased low-density li-
poprotein concentrations (178). However, increased

weight, blood pressure, and markers of insulin resis-

tance attenuated these favorable lipid changes. In a

meta-analysis, only serum triglycerides were higher

^t 
>24 months without changes in other pârameters

(187). The largest cohort of transgender females (mean

age 41. years, followed for a mean of 10 years) showed no

increase in cardiovascular mortality despite a 32"/. rate of
tobacco use (161).

Thus, there is limited evidence to determine whether
estrogen is protective or detrimental on lipid and glucose

metabolism in transgender females (176). With aging,

there is usually an increase of body weight. Therefore,

as with nontrânsgender individuals, clinicians should
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monitor and manage glucose and lipid metabolism
and blood pressure regularly according to established
guidelines (186).

4.4. Yle recommend that clinicians obtain BMD
measurements when risk factors for osteoporosis
exist, specifically in those who stop sex hormone

therapy after gonadectomy. (1 I@OOO)

Evidence

Transgender males
Baseline bone mineral measurements in transgender

males are generally in the expected range for their pre-

treatment gender (188). However, adequate dosing of
testosterone is important to maintain bone mass in
transgender males (189, 190). In one study (190), serum

LH levels were inversely related to BMD, suggesting that
low levels of sex hormones were associated with bone

loss. Thus, LH levels in the normal range may serve as an

indicator of the adequacy of sex steroid administration to
preserve bone mass. The protective effect of testosterone

may be mediated by peripheral conversion to estradiol,

both systemically and locally in the bone.

Transgender females
A baseline study of BMD reported T scores less

than -2.5 in16'/" of transgender females (191). In aging

males, studies suggest that serum estradiol more posi-

tively correlates with BMD than does testosterone (1.92,

L93) and is more important for peak bone mass (194).

Estrogen preserves BMD in transgender females who
continue on estrogen and antiandrogen therapies (188,

L90, L91., t95,1,96).
Fracture data in transgender males and females are

not available. Transgender persons who have undergone
gonadectomy may choose not to continue consistent sex

steroid treatment after hormonal and surgical sex reas-

signment, thereby becoming at risk for bone loss. There

have been no studies to determine whether clinicians

should use the sex assigned at birth or affirmed gender for
assessing osteoporosis (e.g., when using the FRAX tool).
Although some researchers use the sex assigned at birth
(with the assumption that bone mass has usually peaked

for transgender people who initiate hormones in early

adulthood), this should be assessed on a case-by-case

basis until there are more data available. This assumption

will be further complicated by the increasing prevalence

of transgender people who undergo hormonal transition
at a pubertal age or soon after puberty. Sex for com-
parison within risk assessment tools may be based on the

age 
^t 

which hormones were initiated and the length

of exposure to hormones. In some cases, it may be
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reâsonable to assess risk using both the male and female

calculators and using an intermediate value. Because all
subjects underwent normal pubertal development, with
known effects on bone size, reference values for birth sex

were used for all participants (154).

4.5. \X/e suggest that transgender females with no

known increased risk of breast cancer follow
breast-screening guidelines recommended for
those designated female at birth. (2 IOOOO)

4.6. We suggest that transgender females treated

with estrogens follow individualized screening

according to personal risk for prostatic disease

and prostate cancer. (2 IOOOO)

Evidence
Studies have reported a few cases of breast cancer in

transgender females (1,97-200). A Dutch study of 1800

transgender females followed for a mean of 15 years

(range of 1 30 years) found one case of breast cancer. The
'Women's Health Initiative study reported that females

taking conjugated equine estrogen without progesterone

for 7 years did not have an increased risk of breast cancer

as compared with females taking placebo (137).

In transgender males, a large retrospective study

conducted at the U.S. Veterans Affairs medical health

system identified seven breast cancers (194). The authors

reported that this was not above the expected rate of
breast cancers in cisgender females in this cohort. Fur-

thermore, they did report one breast cancer that de-

veloped in a transgender male patient after mastectomy,

supporting the fact that breast cancer can occur even

after mastectomy. Indeed, there have been case reports

of breast cancer developing in subareolar tissue in
transgender males, which occurred after mastectomy
(20L,202).

'sfomen with primary hypogonadism (Turner syn-

drome) treated with estrogen replacement exhibited a

significantly decreased incidence of breast cancer as

compared with national standardized incidence ratios
(203, 204). These studies suggest that estrogen therapy

does not increase the risk of breast cancer in the short

term (<20 to 30 years). níe need long-term studies to

determine the actual risk, as well as the role of screening

mammograms. Regular examinations and gynecologic

advice should determine monitoring for breast cancer.

Prostate cancer is very rare before the age of 40,
especially with androgen deprivation therapy (205).

Childhood or pubertal castrâtion results in regression of
the prostate and adult câstration reverses benign prostate

lrypertrophy (206). Although van l(esteren et al. (207)

reported that estrogen therapy does not induce hyper-

trophy or premalignant changes ir the prostates of

transgender females, studies have reported cases of be-

nign prostatic hyperplasia in transgender females treated

with estrogens for 20 to 25 years (208,209). Studies have

also reported a few cases of prostate carcinoma in
transgender females (21.0-21.4).

Transgender females may feel uncomfortable sched-

uling regular prostate examinations. Gynecologists are

not trained to screen for prostate cancer or to monitor
prostâte growth. Thus, it may be reasonable for trans-
gender females who transitioned after age20 years to have

annual screening digital rectal examinations after age

50 years and prostate-specific antigen tests consistent

with U.S. Preventive Services Task Force Guidelines
(21,s).

4.7. We advise that clinicians determine the medical
necessity of including a total hysterectomy and

oophorectomy as part of gender-affirming sur-
gery. (Ungraded Good Practice Statement)

Evidence
Although aromatization of testosterone to estradiol in

transgender males has been suggested as a risk factor for
endometrial cancer (216), no cases have been reported.
-When transgender males undergo hysterectomy, the

uterus is small and there is endometrial atrophy (21.7,

218). Studies have reported cases ofovarian cancer (21.9,

220). Although there is limited evidence for increased risk
of reproductive tract cancers in transgender males, health

care providers should determine the medical necessity of
a laparoscopic total hysterectomy as part of a gender-

affirming surgery to prevent reproductive tract can-

cer (221").

Values
Given the discomfort that transgender males experi-

ence accessing gynecologic care, our recommendation for
the medical necessity of total hysterectomy and oopho-
rectomy places a high value on eliminating the risks of
female reproductive tract disease and cancer and a lower
value on avoiding the risks of these surgical procedures

(related to the surgery and to the potential undesir-

able health consequences of oophorectomy) and their
associated costs.

Remarks
The sexual orientation and type of sexual practices will

deterrnine the need and types of gynecologic care required

following transition. Additionally, in certain countries,
the approval required to change the sex in a birth cer-

tificate for transgender males may be dependent on
having a complete irysterectomy. Clinicians should help
patients research nonmedical administrative criteria and
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provide counseling. If individuals decide not to undergo

hysterectomy, screening for cervical cancer is the same as

all other females.

5.0 Surgery tor Sex Reassignment and
Gender Confirmation

For many transgender adults, genital gender-affirming

surgery may be the necessary step toward achieving their
ultimate goal of living successfully in their desired gender

role. The type of surgery falls into two main categories:

(1 ) those that directly affect fertility and (2) those that do

not. Those that change fertility (previously called sex

reassignment surgery) include genital surgery to remove

the penis and gonads in the male and removal of the

uterus and gonads in the female. The surgeries that effect

fertility are often governed by the legal system of the state

or country in which they are performed. Other gender-

conforming surgeries that do not directly affect fertility
âre not so tightly governed.

Gender-affirming surgical techniques have improvecl

markedly during the past 10 years. Reconstructive genital

surgery that preserves neurologic sensation is now the

standard. The satisfaction rate with surgical reassignment

of sex is now very high (187). Additionally, the mental

health of the individual seems to be improved by par-

ticipating in a treatment program that defines a pathwây

of gender-affirming treatment that includes hormones

and surgery (L30,1.44) (Table 16).

Surgery that affects fertility is irreversible. The \lorld
Professional Association for Transgender Health Stan-

dards of Care (222) emphasizes that the "threshold of L 8

should not be seen as an indication in itself for active

intervention." If the social transition has not been sat-

isfactory, if the person is not satisfied with or is ambiv-

alent about the effects of sex hormone treatment, or if the

person is ambivalent about surgery then the individual
should not be referred for surgery (223,224).

Gender-affirming genital surgeries for transgender

females that affect fertility include gonadectomy,
penectomy, and creation of a neovagina (225, 226).

Surgeons often invert the skin of the penis to form the

wall of the vagina, and several literatures reviews have

https://academic.oup.com/jcem 3893

reported on outcomes (227). Sometimes there is in-
adequate tissue to form a full neovagina, so clinicians

have revisited using intestine and found it to be successful

(87,228,229). Some newer vaginoplasty techniques may

involve autologuous oral epithelial cells (230, 231).

The scrotum becomes the labia majora. Surgeons

use reconstructive surgery to fashion the clitoris and

its hood, preserving the neurovascular bundle at the

tip of the penis as the neurosensory supply to the

clitoris. Some surgeons are also creating a sensate

pedicled-spot adding a G spot to the neovagina to
increase sensation (232). Most recently, plastic sur-

geons have developed techniques to fashion labia
minora. To further complete the feminization, uterine
transplants have been proposed and even attempted
(233).

Neovaginal prolapse, rectovaginal fistula, delayed

healing, vaginal stenosis, and other complications do

sometimes occur (234,235). Clinicians should strongly
remind the transgender person to use their dilators to
maintain the depth and width of the vagina throughout
the postoperative period. Genital sexual responsivity and

other aspects of sexual function are usually preserved

following genital gender-affirming surgery (23 6, 237 ).

Ancillary surgeries for more feminine or masculine

appearance are not within the scope of this guideline.

Voice therapy by a speech language pathologist is

available to transform speech patterns to the affirmed
gender (148). Spontâneous voice deepening occurs dur-
ing testosterone treatment of transgender males (152,

238). No studies have compared the effectiveness

of speech therapy, laryngeal surgery, or combined
treatment.

Breast surgery is a good example of gender-confirming

surgery that does not affect fertility. In all females, breast

size exhibits a very broad spectrum. For transgender

females to make the best informed decision, clinicians

should delay breast augmentation surgery until the pa-

tient has completed at least 2 years of estrogen therapy,

because the breasts continue to grow during that time
(141, 155).

Another major procedure is the removal of facial and

masculine-appearing body hair using either electrolysis or
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Table 16. Criteria for Gender-Affirming Surgery, Which Affects Fertility

Persistent, well-documented gender dysphoria
Legal age of majority in the given country
Haling ðontinuoûslyãnd respônsibly used gender-affirming hormones for 12 mo (if there is no medical contraindication to receiving

such therapy)
Successful continuous full-time living in the new gender role for 12 mo
lf significant medical or mental health concerns are present, they must be well controlled
Derionstrable knowledge of all practical aspects of surgery (e.g., cost, required lengths of hospitalizations, likely complications,

4
5
6

postsurgical rehabilitation)
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laser treatments. Other feminizing surgeries, such as that
to feminize the face, âre now becoming more popular
(23e-241,).

In transgender males, clinicians usually delay
gender-affirming genital surgeries until after a few
years of androgen therapy. Those surgeries that affect
fertility in this group include oophorectomy, vagi-
nectomy, and complete hysterectomy, Surgeons can

safely perform them vaginally with laparoscopy. These

are sometimes done in conjunction with the creation
of a neopenis. The cosmetic appearance of a neopenis is

now very good, but the surgery is multistage and very
expensive (242,243). Radial forearm flap seems to be

the most satisfactory procedure (228,244). Other flaps
also exist (245). Surgeons can make neopenile erections
possible by reinervation of the flap and subsequent

contraction of the muscle, leading to stiffening of the

neopenis (246,247), but results are inconsistent (248).

Surgeons can also stiffen the penis by imbedding some

mechanical device (e.g., a rod or some inflatable ap-
paratus) (249,250). Because of these limitations, the

creâtion of a neopenis has often been less than satis-

factory. Recently, penis transplants are being pro-
posed (233).

In fact, most transgender males do not have any
external genital surgery because of the lack of access,

high cost, and significant potential complications. Some

choose a metaoidioplasty that brings forward the cli-
toris, thereby allowing them to void in a standing po-
sition without wetting themselves (251,252). Surgeons

can create the scrotum from the labia majora with good

cosmetic effect and can implant testicular prosthe-

ses (253).

The most important masculinizing surgery for the

transgender male is mastectomy, and it does not affect

fertility. Breast size only partially regresses with androgen

therapy (155). In adults, discussions about mastectomy

usually take place after androgen therapy has started.

Because some transgender male adolescents present after

significant breast development has occurred, they may

also consider mastectomy 2 years after they begin an-

drogen therapy and before age 18 years. Clinicians
should individualize treatment based on the physical and

mental health status of the individual. There are now
newer approaches to mastectomy with better outcomes
(254, 255). These often involve chest contouring (256).

Mastectomy is often necessâry for living comfortably in
the new gender (256).

5.1. \ùüe recommend that a patient pursue genital

gender-affirming surgery only after the MHP and

the clinician responsible for endocrine transition
therapy both agree that surgery is medically

necessary and would benefit the patient's overall
health and/or well-being. (1 IOOOO)

5.2. 
.!le 

advise that clinicians approve genital gender-

affirming surgery only after completion of at least

1 year of consistent and compliant hormone
treatment, unless hormone therâpy is not desired

or medically contraindicated. (Ungraded Good
Practice Statement)

5.3. '!7e 
advise that the clinician responsible for en-

docrine treatment and the primary care provider
ensure appropriate medical clearance of trans-
gender individuals for genital gender-affirming

surgery and collaborate with the surgeon re-

garding hormone use during and after surgery.
(Ungraded Good Practice Statement)

5.4. Ile recommend that clinicians refer hormone-
treated transgender individuals for genital
surgery when: (1) the individual has had a sat-

isfactory social role change, (2) the individual is

satisfied about the hormonal effects, and (3) the

individual desires definitive surgical changes.
(1 TOOOO)

5.5. 'Sle 
suggest that clinicians delay gender-affirming

genital surgery involving gonadectomy and/or
hysterectomy until the patient is at least 18

years old or legal age of majority in his or her

counrry. (2 IOOOO).
5.6. We suggest that clinicians determine the timing of

breast surgery for transgender males based upon
the physical and mental health status of the in-
dividual. There is insufficient evidence to rec-

ommend a specific age requiremeît. (2 IOOOO)

Evidence
Owing to the lack of controlled studies, incomplete

follow-up, and lack of valid assessment measures,

evaluating various surgical approaches and techniques
is difficult. However, one systematic review including a

large numbers of studies reported satisfactory cosmetic

and functional results for vaginoplasty/neovagina con-

struction (257).For transgender males, the outcomes are

less certain. However, the problems are now better
understood (258). Several postoperative studies report
significant long-term psychological and psychiatric
pâthology (259-261,). One study showed satisfaction
with breasts, genitals, and femininity increased signifi-
cantly ând showed the importance of surgical treatment
as a key therapeutic option for transgender females
(262). Another analysis demonstrated that, despite the

young aveÍage age at death following surgery and the

relatively larger number of individuals with somatic
morbidity, the study does not allow for determination of
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causâl relationships between, for example, specific types

of hormonal or surgical treâtment received and somatic
morbidity and mortality (263). Reversal surgery in
regretful male-to-female transsexuals after sexual
reassignment surgery represents a complex, multistage
procedure with satisfactory outcomes. Further insight
into the characteristics of persons who regret their de-

cision postoperatively would facilitate better future se-

lection of applicants eligible for sexual reassignment

surgery. IØe need more studies with appropriate controls
that examine long-term quality of life, psychosocial
outcomes, and psychiatric outcomes to determine the

long-term benefits of surgical treâtment.
lfhen a transgender individual decides to have gender-

affirming surgery, both the hormone prescribing clinician
and the MHP must certify thât the patient satisfies criteria
for gender-affirming surgery (Table 16).

There is some concern that estrogen therapy may
cause an increased risk for venous thrombosis during or
following surgery (176). For this reason, the surgeon
and the hormone-prescribing clinician should collabo-
rate in making a decision about the use of hormones
before and following surgery. One study suggests that
preoperative factors (such as compliance) are less im-
portant for patient satisfaction than are the physical
postoperative results (56). However, other studies and
clinical experience dictate that individuals who do not
follow medical instructions and do not work with their
physicians toward a common goal do not achieve

treatment goals (264) and experience higher rates of
postoperative infections and other complications (265,

266). It is also important that the person requesting
surgery feels comfortable with the anatomical changes

that have occurred during hormone therapy. Dissatis-
faction with social and physical outcomes during the

hormone transition may be a contraindication to sur-
gery (223).

An endocrinologist or experienced medical provider
should monitor transgender individuals after surgery.

Those who undergo gonadectomy will require hormone
replacement therapy, surveillance, or both to prevent
adverse effects of chronic hormone deficiency.

Financial Disclosures of the Task Force*

Wylie C. Hembree (chair)-financial or business/
organizational interests: none declared, significant
financial interest or leadership position: none de-

clared. Peggy T. Cohen-I(ettenis-financial or
business/organizational interests: none declared, sig-

nificant financial interest or leadership position: none

declared. Louis Gooren-financial or business/

organizational interests: none declared, significant financial

https://academic.oup.com/jcem 3895

irterest or leadership position: none declared. Sabine E.

Hannema-financial or businesslorganizational in-
terests: none declared, significant financial interest
or leadership position: Ferring Pharmaceuticals
Inc. (lecture/conference), Pfizer (lecture). Walter
J. Meyer-financial or business lorganizational in-
terests: none declared, significant financial interest
or leadership position: none declared. M. Hassan
Murad'¡'¡-financial or business/organizational inter-
ests: Mayo Clinic, Evidence-based Practice Center, sig-
nificant financial interest or leadership position:
none declared. Stephen M. Rosenthal-financial or
business/organizational interests: AbbVie (consul-
tant), National Institutes of Health (grantee), signifi-
cant finâncial interest or leadership position: Pediatric
Endocrine Society (immediate past president). Joshua
D. Safer, FACP-financial or business/organizational
interests: none declared, significant financial inter-
est or leadership position: none declared. Vin
Tangprich a-f ina ncia I or b us iness/o r ganizational inter-
ests: Cystic Fibrosis Foundation (grantee), National In-
stitutes of Health (grantee), significant financial interest
or leadership position, Elsevier Journal of Clinical
and Translational Endocrinology (editor). Guy G.
T'Sjoen-financial or business/organizational inter-
ests: none declared, significant financial interest or lead-

ership position: none declared." Financial, business, and

organizational disclosures of the task force cover the
year prior to publication. Disclosures prior to this time
period are archived."-"Evidence-based reviews for this
guideline were prepared under contract with the
Endocrine Society.

Acknowledgments

Correspondence and Reþrint Requests: The Endocrine So-

ciety, 2055 L Street NSl, Suite 600, Washington, DC 20036.
E-nrail: pu blications@endocrine. org; Phone: 20297 1, -3 63 6.

Disclosure Summary: See Financial Disclosures.
Disclaimer: The Endocrine Society's clinical practice

guidelines are developed to be of assistance to endocrinoiogists
by providing guidance and recommendations for particular
areas of practice. The guiclelines should not be considered in-
clusive of all proper approaches or methods, or exclusive of
others. The guidelines cannot gllarantee any specific outcome,
nor do they establish a standard of care. The guidelines are

not intended to dictate the treatment of a particular patient.
Treatment decisions must be rnade based on the independent
judgement of heaithcare providers and each patient's indivi-
dual circumstances.

The Endocrine Society makes no warranty, express or im-
plied, regarding the guidelines and specifically excludes any
warranties of merchantability and fitness for a particular use or
purpose. The Society shall not be liable for direct, indirect,

o
o
É
f

0)
o-
oo
ð
3
f

!
a{
À)o
ß)
o-
o
l.I
oc

ôo
f
oo
3
À)

4.g
o

o
N)

o)
@
o,(o
À
(¡
!
(Jl
(Jl
@
g

(o
c
o
Ø

of
N)!
o)

o
J
N)

N)
N)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 182 of 349 PageID #: 4231



3896 Hembree et al Guidelines on Gender-Dysphoric/Genderlncongruent Persons J Ciln Endocrinol Metab, November 2017,1O2(1 1):3869-3903

special, incidental, or consequential damages related to the use

of the information contained herein.

References

1. Atkins D, Best D, Briss PA, Eccles M, Falck-Ytter Y, Flottorp S'

Guyatt GH, Harbour RT, Haugh MC, Henry D, Hill S, Jaeschke
R, Leng G, Liberati A, Magrini N, Mason J, Middleton P,

Mrukowicz J, O'Connell D, Oxman AD, Phillips B, Schrlinemann

HJ, Edeier T, Varonen H, Vist GE, Williams J]üy', lr, Zaza S;

GRADE $lorking Group. Grading qualiry of evidence and

strength of reconrmendations. BMl. 2004;328(7 4 54):1'490.

2. Swiglo BA, Murad MH, Schünemann HJ, Kunz R, Vigersky RA,
Guyatt GH, Montori VM, A case for clarity, consistency, and

helpfulness: state-of-the-art clinical practice guidelines in endo-

crinology using the grading of recomnendations, assessment,

development, and evaluation system. / Clin Enclocrinol Metab.

2008;93(3):666-673.
3. Bullough VL. Transsexualism in history. Arcb Sex Behau.1.975;

4(5):561-571..
4, Benianrin H. The transsexual phenomenon. Trans N Y Acad Sci,

L967;29(4):428430.
5. Meyerowitz J . How Sex Changed: A History of Transsexuality in

the Ilnited States. Cambridge, MA: Harvard University Press;

) (\(\)

6. Hirschfeld M . V(as muss das Volk uom Dritten Geschlecht wissen.

Verlag Max Spohr, Leipzig; 1901.
7. Fisk NM. Editorial: Gender dysphoria syndrome-the concep-

tualization that liberalizes indications for total gender re-

orientation and implies a broadly based n-rulti-dimensional

rehabilitative regimen.'W est J Med. 1.97 4;720(5):386-391.
8. Diamond L. Transgender experience and identity. In: Schwartz SJ,

Luyckx K, Vignoles VL, eds. Handbooþ of ldentity Theory and

Research. New York, NY: Springer; 201,1' :629-647.
9. Queen C, SchimelL, eds. PoMoSexuals: Challenging Asslrrnptions

About Gender and Sexuality. San Francisco, CA: Cleis Press;

t997.
10. Case LK, Ran-rachandran VS. Alternating gender incongruity:

â new neuropsychiatric syndrome providing insight inro the dy-

nanric plasticity of brain-sex. Med Hypotheses. 2012i78(5):

626-631..
11. Johnson TW, Wassersug RJ. Gender identity disorder outside the

binary: when gender identity disorder-not otherwise specified is

not good enough. Arch Sex Behau.2010;39(3):597-598.
12. Wibowo E, Wassersug R, Warkentin K, Síalker L, Robinson J,

Brotto L, Johnson T. Impact of androgen deprivation therapy on

sexual function: a response. Ásidn J Androl.201'2;1,4(5):793-794.
13. Pasquesoone V, 7 countries giving transgender people fundamental

rights the U.S. still won't. 2014. Available at: https://mic.corl/articles/

87L4917<ountries-giving-transgender-people-fundamelrtal-rigl.rtsthe-

u-s-still-won-t. Accessed 26 August 2016.

14. American Psychiatric Association. Diagnostic and Statistìcal

Manual of Mental Disorders.5th ed. Arlington, VA: American

Psychiatric Association PLrblishing.

15. Drescher J, Cohen-Kettenis P, Winter S. Minding the body: sit-

uating gender identity diagnoses in the ICD-11. Int Reu Psychi-

atry . 201,2;24(61:5 68-577 .

16. \ùØorld Professional Association for Trar.rsgender Health. Stan-

dards of care for the health of transsexual, transgender, and

gender nonconfon.ning people, Available at: http://www.wpath.
org/site-page.cfm?pk-association-webpage-menu : 1 35 1 &pk-
association-webpage: 3926. Accessed 1 September 2017.

17. Kreukels BP, Haraldsen lR, De Cuypere G, Richter-Appelt H, Gijs

L, Cohen-Kettenis PT. A European network for the investigation

of gender incongruence: the ENIGI initiative. Eur Psychìatry.

2012;27(6\:445450.

18. Dekker MJ, \flierckx K, Van Caenegem E, Klaver M, Kreukels BP,

Elaut E, Fisher AD, van Trotsenburg MA, Schreiner T, den Heijer
M, T'Sjoen G. A European network for the investigation of gender

incongruence: endocrine part. J Sex Med. 201.6;73(6):994-999.
19. Ruble DN, Martin CL, Berenbaum SA. Gender development. In:

Danron WL, Lerner RM, Eisenberg N, eds. Handbook of Child
Psychology: Social, Emotional, and Personality Deuelopment.

Vol. 3. 6th ed. New York, NY: \üiley; 2006;858*931.
20. Steensma TD, Kreukels BP, de Vries AL, Cohen-Kettenis PT.

Gender identity development in adolescence. Horm Behau.201.3;
64(2):288-297.

21. Rosenthal SM. Approach to the patient: transgender youth: en-

docrine considerations. / Clin Endouinol Metab. 20L4;99(12):

43794389.
22. Saraswat A, Weinand JD, Safer JD. Evidence supporting the bi-

ologic nature of gender identity. Endocr Pract. 201.5;21(2):

1,99-204.
23. Gooren L. The biology of human psychosexual differentiation.

Horm Behau. 2006;50(4):589-601.
24. Berenbaum SA, Meyer-Bahlburg HF. Gender development and

sexuality in disorders of sex development. Horm Metab Res.20L5;
47(5\:361-366.

25. Dessens AB, Sliiper FME, Drop SLS. Gender dysphoria and gender

change in chromosomal females with congenital adrenal hyper-

plasia. Ar ch Se x B eh au. 200 5 ;3 4 (4):3 89-397.
26. Meyer-Bahlburg HFL, Dolezal C, Baker S\ùil, Ehrhardt AA, New

MI. Gender development in women with congenital adrenal hy-

perplasia as a function ofdisorder severity. Arch Sex Behau.2006;
35(6\:667-684.

27 . Frisien L, Nordenström A, Falhammar H, Filipsson H, Holmdahl
G, Janson PO, Thorên M, Hagenfeldt K, Möller A, Nordenskiöld
A. Gender role behavior, sexuality, and psychosocial adaptation in
women with congenital adrenal hyperplasia due to CYP21'42
deficiency. J Clin Endoøinol Metab. 2009 ;94(9):3432-3439.

28. Meyer-Bahlburg HFL, Dolezal C, Baker SW, Carlson AD, Obeid

JS, New MI. Prenatal androgenization affects gender-related be-

havior but not gender identity in 5-12-year-old girls with con-

genital adrenal hy per plasia. Ar ch S ex B e h au. 2004 ;3 3 (2):97 -1. 0 4.

29. Cohen-Kettenis PT. Gender change in 46,XY persons with 5o-
reductase-2 deficiency and 17p-hydroxysteroid dehydrogenase-3

deficiency. Arch Sex B ehau. 2005 ;34(4):399410.
30. Reiner \íG, Gearhart JP. Discordant sexual identity in soure

genetic males with cloacal exstrophy assigned to female sex at

birth. N Engl I Med. 2004;350(4):333-341.
31. Meyer-Bahlburg HFL. Gender identity outcome in female-raised

46,XY persons with penile agenesis, cloacal exstrophy of the

bladder, or penil e ablation. Arch Sex B ehau. 200 5 ;34(4):423438.
32. Coolidge FL, Thede LL, Young SE. The heritability of gender

identiry disorder in a child and adolescent twin santple. Behau

G e ne t. 2002;32(41 :2 5 1, -2 57 .

33. Heylens G, De Cuypere G, Zucker KJ, Schelfaut C, Elaut E,

Vanden Bossche H, De Baere E, T'Sloen G. Gender identity dis-

order in twins: a review of the case report literâture. J Sex Med,

201,2;9(31:7 51-7 57.
34. Fernández R, Esteva I, Gómez-Gil E, Rumbo T, Almaraz MC,

Roda E, Haro-Mora J-J, Guillamón A, Pásaro E. Association

study of ERB, AR, and CYP19A1 genes and MtF transsexualism.

J Sex Med. 201.4;1.1.(1.21:2986-2994.

35. Henningsson S, $festberg L, Nilsson S, Lundströni B, Ekselius L,

Bodlund O, Lindström E, Hellstrand M, Rosmond R, Eriksson E,

Landén M. Sex steroid-related genes and male-to-female trans-

sexualisnr. P sychoneuroendocrinology. 200 5 ;30(71:6 57-664.
36. Hare L, Bernard P, Sánchez FJ, Baird PN, Vilain E, Kennedy T,

Harley VR. Androgen receptor repeat length polymorphism as-

sociated with male-to-female transsexualism. Bio/ Psychiatry.

2009;6s(1.):93-96.
37. Lombardo F, Toselli L, Grassetti D, Paoli D, Masciandaro P,

Valentini F, Lenzi A, Gandini L. Hormone and genetic stLrdy in

o
o
€f
0)ooo
o
3
=
!
a

so
Â)oo
l.I
oc
c
¿lo
3
oo
f
o)
4.o
o

o
N)

())
co
o,(o
À
(¡{(¡(¡
co
o
(o
C
o

ol
N)--l

0)

oJ
N)

N)
N)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 183 of 349 PageID #: 4232



doi: 1 0. 1 21 O/jc.201 7-01 658

nrale to female transsexual patients. J Endocrinol lnuest,20'1.3;

36(8):550-557.
38. Ujike H, Otani K, Nakatsuka M, Ishii K, Sasaki A, Oishi T, Sato T,

Okahisa Y, Matsumoto Y, Nanlba Y, Kimata Y, Kuroda S. As-
sociation study of gender identity disorder and sex hormone-
related genes. Prog Neuropsychopharmacol Biol Psychiatry.

2009 ;33 (7 ) :1241.-1. 24 4.
39. Kreukels BP, Guillamon A. Neuroimaging studies in people

with gender incongruence. Int Reu Psychiatry. 201'6;28(1'\:

1,20-1,28.
40. Steensma TD, Biemond R, de Boer F, Cohen-Kettenis PT.

Desisting and persisting gender dysphoria after childhood:
a qualitative follow-up study. Clin Child Psychol Psychiatry.

2011,;L6(4\:499-516.
41. V/allien MSC, Cohen-Kettenis PT. Psychosexual outcome of

gender-dysphoric children. / Am Acad Child Adolesc Psychiatry.

200 8 ;47 (1 2) : 1, 4 I 3 -1, 423.
42. Steensma TD, McGuire JK, Kreukels BPC, Beekman AJ, Cohen-

Kettenis PT. Factors associated with desistence and persistence of
childhood gender dysphoria: a quantitative follow-up study. / Az
Acad Child Adolesc Psycbiatry. 20L3;52(6):582-590.

43. Cohen-Kettenis PT, Owen A, Kaijser VG, Bradley SJ, Zucker KJ.

Demographic characteristics, social competence, and behavior
problems in children with gender identity disorder: a cross-

national, cross-clinic comparative analysis. J Abnorm Child
P sy ch ol. 2003 ;31. (1.):4 1-5 3.

44. Dhejne C, Van Vlerken R, Heylens G, ArcelusJ. Mentalhealth and

gender dysphoria: a review of the literature. lnt Reu Psychiatry.

201,6;28(1,):44-57.
45. Pasterski V, Gilligan L, Curtis R. Traits of autism spectrum dis-

orders in adults with gender dysphoria. Arch Sex Behau.201.4;

43(2):387-393.
46. Spack NP, Edwards-Leeper L, Feldman HA, Leibowitz S, Mandel

F, Dianlond DA, Vance SR. Children and adolescents with gender

identity disorder referred to a pediatric medical center. Pediatrics.

20 1,2;1,29 (31 :4 1, I 425.
47. Terada S, Mâtsumoto Y, Sato T, Okabe N, Kishimoto Y, Uchitomi

Y. Factors predicting psychiatric co-morbidity in gender-

dysphoric aduhs. P sy c b i atry R e s. 20 12;200 (2-3\ :4 69 47 4.

48. Vanderlaan DP, Leef JH, Wood H, Hr,rghes SK, Ztrcker KJ.

Autisnr spectrum disorder risk factors and autistic traits in gender

dysplroric children. J Autìsm Deu Disord.201.5;45(6):1742-17 50.

49. de Vries ALC, Doreleiiers TAH, Steensma TD, Cohen-Kettenis PT.

Psychiatric comorbidity in gender dysphoric adolescents. J Child
P sychol P sy ch iatry. 20L1, ;52(11'):11"9 5-1'202.

50. de Vries ALC, Noens ILJ, Cohen-Kettenis PT, van Berckelaer-

Onnes iA, Doreleijers TA. Autism spectrtÌnr disorders in gender

dysphoric children and adolescents. J Autism Deu Disord. 201.0;

40(B ):930-936.
51. Vallien MSC, Swaab H, Cohen-Kettenis PT. Psychiatric con'rorbidiry

anrong children with gender identity disorder. J Am Acad Child
Adole sc P sych iatry. 2007 ;46(10ìr:1307 -131'4.

52. Kuiper AJ, Cohen-Kettenis PT. Gender role reversal among

postoperative transsexuâls. Available at: https://www.atria,nU
ezînes/ w eb lIJT I 97-03/nu mbers/symposion/iitc05 02. htm.
Accessed 26 Augusr 201"6.

53. Landén M, SØålinder J, Hambert G, Lundström B. Factors pre-

dictive of regret in sex reassignment. Acta Psychiatr Scand. L998;
97(4):284-289.

54. Olsson S-E, Móller A. Regret after sex reassignment surgery in a

nrale-to-female transsexual: a long-term follow-up. Arch Sex

B eh au. 2006 ;3 5(4):501-506.
55. Pfäfflin F, Junge A, eds. Geschlechtsutntuandlung: Abhand'

hmgen zur Transsenralität Stuttgart, Germany: Schattauer;

1992.
56. Lawrence AA. Factors associated with satisfaction or regret fol-

lowing nrale-to-female sex reassignnent surgery, Arch Sex Behau,

2003;32(4):299-315.

https://academic.oup.com/jcem 3897

57. Cohen-Kettenis PT, Pfäfflin F. Transgenderism and lntersexualì4t
in Childhood and Adolescence: Making Choices.-lhousand Oaks,

CA: SAGE Publications; 2003.
58. Di Ceglie D, Freedman D, McPherson S, Richardson P. Children

and adolescents referred to a specialist gender identity devel-

opment service: clinical features and demographic character-
istics. Available at: https://www.researchgate.net/publicâtion/
27 60 6 13 0 6 

-Children-and-Adolescents-Referred,to-a-Specia 
list-

Gender-ldentity-Development-Service-Clinical-Features-and-
Denographic-Characteristics. Accessed 20 lvly 20L7.

59. Giis L, Brewaeys A. Surgical treatment of gender dysphoria in

adults and adolescents: recent developments, effectiveness, and

challenges. Annu Reu S¿¡ R¿s. 2007;18:178-224.
60. Cohen-Kettenis PT, van Goozen SHM. Sex reassignment of ad-

olescent trânssexuals: a follow-up study. J Am Acad Chìld Adolesc
P sycbiatry. 1.997 ;3612):263-27 1.

61. Smith YLS, van Goozen SHM, Cohen-Kettenis PT. Adolescents

with gender identity disorder who were accepted or rejected for
sex reassignment surge(y: â prospective follow-up study, J Am
Acad Ch ild Adolesc P sychiatry. 2001;40(4):472481,.

62. Smith YLS, Van Goozen SHM, Kuiper AJ, Cohen-Kenenis PT. Sex

reassignment: outcomes and predictors oftreatment for adolescent
and adult transsexuals. P sychol Med. 200 5 ;3 5 (L):89-99.

63. de Vries ALC, McGuire JK, Steensma TD, Wagenaar ECF,
Doreleijers TAH, Cohen-Kettenis PT. Young adult psychological

outcome after puberty suppression and gender reassignment.

P ediatrics. 201.4 ;734 (4):69 6-7 04.
64. Cole CM, O'Boyle M, Emory LE, Meyer \üJ IlL Comorbidity of

gender dysphoria and other maior psychiatric dia gnoses. Arch Sex

B eh au. 19 97 ;26(1.1:1. 3-26.
65. Cohen-Kettenis PT, Schagen SEE, Steensma TD, de Vries ALC,

Delemarre-van de Waal HA, Puberty suppression in a gender-

dysphoric adolescent: a 22-year follow-r,rp. Arcå S ex Behau.201.1.;

40(4):843-847.
66. First MB. Desire for amputation of a limb: paraphilia, psychosis,

or a new type of identity disorder. Psychol Med.2005;35(6):
91,9-928.

67. Wierckx K, Van Caenegem E, Pennings G, Elar,rt E, Dedecker D,

Van de Peer F, lWeyers S, De Sutter P, T'Sjoen G. Reproductive
wish in transsexual men. Hum Reprod. 201.2;27(2):483487.

68. \Wierckx K, Stuyver I, Weyers S, Hamada A, Agarwal A, De Sutter
P, T'Sioen G. Sperm freezing in transsexual wornen. Arch Sex

B e h au. 20L2;41 (5):1069-107 1.

69. Bertelloni S, Baroncelli GI, Ferdeghini M, Menchini-Fabris F,

Saggese G. Final height, gonadal function and bone mineral
density of adolescent males with central precocious puberty after
therapy with gonadotropin-releasing hormone analogr,res. Ërrr /
P ediatr. 2000 ;7 5 9 (5):3 69-37 4.

70. Bûchter D, Behre HM, Kliesch S, Nieschlag E. Pulsatile GnRH or
human chorionic gonadotropin/human menopausal gonadotro-
pin as effectíve treâlment for men with hypogonadotropic
hypogonadism: a review of 42 cases. Eur J Endocrinol, 1.998;

1,39(3):298-303.
71. Liu PY, Turner L, Rushford D, McDonald .|, Baker H\Yy', Conway

AJ, Handelsman DJ. Efficacy and safety of recombinant human

follicle stimulating hormone (Gonal-F) with urinary human

chorionic gonadotrophin for induction of spermatogenesis and

fertility in gonadotrophin-deficient men. Hutn Reltrod, L999;
l4(6):1.540-1545.

72. Pasquino AM, Pucarelli i, Accardo F, Demiraj V, Segni M, Di
Nardo R. Long-term observation of 87 girls with idiopathic
central precocious puberty treated with gonadotropin-releasing
hornone analogs: impact on adult height, body mass index, bone

mineral content, and reprocluctive function. J Clin Endocrinol
Metab. 2008;93(1 ):1 90-1 95.

73. Magiakou MA, Manousaki D, Papadaki M, Hadjidakis D,
Leviclou G, Vakaki M, Papaefstathiou A, Lalioti N, Kanaka-
Gantenbein C, Piaditis G, Chrousos GP, Dacou-Voutetakis C. The

o
o
€
=
0)
ô-
oo
o
3
f

!
Ø
l-

oo
0)o
o

=.Ioc
!
ôo
3
oo
3
o)
4o
o
o
N)

o)
@
o,

À
(¡
--t(¡(¡
co
o
(o
C
o

o
f,
N)
-.1

o)

oJ
N)o
N)
N)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 184 of 349 PageID #: 4233



3898 Hembree et al Guidelines on Gender-DysphoridGender-lncongruent Persons J Clin Endocrinol Metab, November 2017,1O2(11):3869-3903

efficacy and safety of gonadotropin-releasing hormone analog

treatn-lent in childhood and adolescence: a single center, long-ternl
follow-up study. J CIin Endocrinol Metab. 201.0;95(1.\:1.09-117.

74. Baba T, Endo T, Honnma H, Kitajima Y, Hayashi T, Ikeda H,
Masumori N, Kamiya H, Moriwaka O, Saito T. Association
between polycystic ovary syndron're and female-to-male trans-

sexu ality. H um R ep r o d. 2007 ;22(4) : 1, 0 1' 1-1 01' 6.

75. Spinder T, Spijkstra JJ, van den TweelJG, Burger CW, van Kessel

H, Hon.rpes PGA, Gooren LJG. The effects of long term testos-

terone administration on pulsatile luteinizing hormone secretion

and on ovarian histology in eugonadal female to male transsexual

subjects. J Clin Endoøinol Metab. L989;69(L):1.51-L57.
76. Baba T, Endo T, Ikeda K, Shimizu A, Honnma H, Ikeda H,

Masumori N, Ohmura T, Kiya T, Fujimoto T, Koizumi M, Saito

T. Distinctive features of female-to-n-rale transsexualism and

prevalence of gender identiry disorder in Japan. / Sex Med.201.1.;

8(6):1,686-1693.
77. Vujovic S, Popovic S, Sbutega-Milosevic G, Djordjevic M, Gooren

L. Transsexualism in Serbia: a twenty-year follow-up study. / Se:c

Med. 2009 ;6(4): 1 01 8-1 023.
78. Ikeda K, Baba T, Noguchi H, Nagasawa K, Endo T, Kiya T, Saito

T. Excessive androgen exposure in female-to-male transsexual

persons of reproductive age induces hyperplasia of the ovarian
cortex and stroma but not polycystic ovary morphology. Hum
R ep r o d. 20 1. 3 ;28 (2) :4 5 34 6 1,.

79. Trebay G. He's pregnant. You're speechles. New York Times.22

June 2008.
80. Light AD, Obedin-Maliver J, Sevelius JM, Kerns JL. Transgender

men who experienced pregnâncy after female-to-n.rale gender

transitioning. Obstet Gynecol. 201.4;124(6):1120-1,1'27.
81. De Sutter P. Donor inseminations in partners of female-to-male

transsexuals: should the question be asked? Re¡:rod Biomed

Onlin e. 2003 ;6(3 ):3 82, author reply 282-283.
82. De Roo C, Tilleman K, T'Sioen G, De Sutter P. Fertility options in

transgender people. I nt Re u P sy ch i atry. 20 1 6 ;28 (1\ :1 12-1. 1.9 .

83. Wennink JMB, Delemarre-van de $üaal HA, Schoemaker R,

Schoemaker H, Schoemaker J. Luteinizing hormone and follicle

stimulating hormone secretion patterns in boys throughout pu-

berty measured using highly sensitive immunoradiometric assays.

Clin Endocrinol (O xfl . 1.989 ;31(5):551-564.
84. Cohen-Kettenis PT, Delemarre-van de Waal HA, Gooren LJG.

The treatment of adolescent transsexuals: changing insights. / Sex

Med. 2008 ;5 (81:1892-1,897.

85. Delemarre-van de Süaal HA, Cohen-Kettenis PT. Clinical man-

agenent of gender identity disorder in adolescents: a protocol on
psychological and paediatric endocrinology aspects. Eur J
Endocrinol. 2006;1 55:S 1 3 1-S 1 37.

86. de Vries ALC, Steensma TD, Doreleijers TAH, Cohen-Kettenis PT.

Puberty suppression in adolescents with gender identity disorder:

a prospective follow-up study. / Sex Med.201.1;8(81:2276-2283.
87. Botrnran MB, van Zerllly''C-I., Buncamper ME, Meiierink VJHJ,

van Bodegraven AA, Mullender MG. Intestinal vaginoplasty
revisited: a review of surgical techniques, complications, and

sexual function. J Sex Med. 201.4;ll(7 ):1.83 5-1847.
88. Carel JC, Eugster EA, Rogol A, Ghizzoni L, Palmert MR,

Antoniazzi F, Berenbaum S, Bourguignon JP, Chrousos GP, Coste

J, Deal S, de Vries L, Foster C, Heger S, Holland J, Jahnukainen K,

Juul A, Kaplowitz P, Lahlou N, Lee MM, Lee P, Merke DP, Neely
EK, Oostdijk W, Phillip M, Rosenfield RL, Shulman D, Styne D,
Tauber M, Vit JM; ESPE-L\üPES GnRH Analogs Consensus

Conference Group. Consensus statement on the use of
gonadotropin-releasing hormone analogs in children. Pediatrics,

2009 ;123 (4 ):e7 5 2-e7 62.
89. Roth CL, Brendel L, Rückert C, Hartmann K. Antagonistic and

agonistic GnRH analogue treâtn.ìent of precociotts ptrberty:

tracking gonadotropin concentrâtions in urine, Honn Rcs.2005;
63(5\:257-262.

90. Roth C. Therapeutic potential of GnRH antagonists in the
treatnent of precocious puberty. Expert Opin lnuestig Drugs,

2002 ;17 (9 ) :1 2 5 3-12 5 9.

91. Tuvemo T. Treatment of central precocious puberty. Exþert Opin
Inuesti g Dr ugs. 2006 ;1, 5 (5 ):495-505.

92. Schagen SE, Cohen-Kettenis PT, Delemarre-van de Waal HA,
Hannema SE. Efficacy and safety of gonadotropin-releasing
hormone âgonist treatment to suppress puberty in gender dys-
phoric a d olescents. ./ Sa:r Me d. 20 1. 6 ;1 3 (7 

) : 1. 1.2 5 -1. 1 32.
93. Manasco PK, Pescovitz OH, Feuillan PP, Hench KD, Barnes KM,

Jones J, Hill SC, Loriaux DL, Cutler GB, Jr. Resumption of pu-
berty after long term luteinizing hormone-releasing hormone

agonist treatment of central precocious puberty . I CIin Endocrinol
Metab. 1. 9 88 :67 (2\:3 68-37 2.

94. Klink D, Caris M, Heijboer A, van Trotsenburg M, Rotteveel J.
Bone mass in young adulthood following gonâdotropin-releasing
hormone analog treatment and cross-sex hormone treatment in
adolescents with gender dysphoria. J CIin Endocrinol Metab.
201 5 ;l 00 (21 :E27 0 -827 5.

95. Finkelstein JS, Klibanski A, Neer RM. A longitudinal evaluation of
bone n-rineral density in adult men with histories of delayed pu-
berry. .l Clìn En do cr ino I Metab. 1.9 9 6 ;81,(3 ) : 1 152-1 155.

96. Bertelloni S, Baroncelli GI, Ferdeghini M, Perri G, Saggese G.

Normal volumetric bone mineral density and bone turnover in
young men with l.ristories of constitutional delay of puberty. J CIin
Endocrinol Metab, 1.998;83(1.2):42804283.

97. Darelid A, Ohlsson C, Nilsson M, Kindblom JM, Mellström D,
Lorentzon M. Catch up in bone acquisition in young adult men

with late normal puberty. .l Bone Miner Res. 201,2;27(10):
2L98-2207.

98. Mittan D, Lee S, Miller Ë, Perez RC, Basler JW, Bruder JM. Bone
loss following hypogonadism in men with prostâte cancer treated

with GnRH analogs. J Clin Endocrinol Metab. 2002;8718\:

36s6-3661,.
99. Saggese G, Bertelloni S, Baroncelli GI, Battini R, Franchi G. Re-

duction of bone density: an effect of gonadotropin releasing

lrornrone analogue treâtment in central precociotts puberty, Eur J
P ediatr. 1. 9 9 3 ;1 52(9):7 1.7 -7 20.

100. Neely EK, Bachrach LK, Hintz RL, Habiby RL, Slemenda CW,
Feezle L, Pescovitz OH. Bone mir.reral density during treatment of
central precocior,rs puberty. J P ediatr. 199 5 ;127 (51:81.9-822.

101. Bertelloni S, Baroncelli GI, Sorrentino MC, Perri G, Saggese G.

Effect of central precocious pr,rberty and gonadotropin-releasing
hormone analogue treâtnent on peak bone mass and final height

in fer.nales. Eur I Pediatr. 1998;1.57(5\:363-367.
102. Thornton P, Silverman LA, Geffner ME, Neely EK, Gould E,

Danoff TM. Review of outcomes after cessation of gonadotropin-
releasing hormone agonist treatment of girls with precocious
puberty. Pediatr Endocrinol Reu. 201,4;1,1,(3):306-31.7.

103. Lem AJ, van der Kaay DC, Hokken-Koelega AC. Bone mineral
density and body composition in short children born SGA during
growth hornone and gonadotropin releasing hormone analog

treatnent. J Clin Endo crinol Metab. 201.3 ;98(1.):77-86.
104. Antoniazzi F, Zan-rboni G, Bertoldo F, Lauriola S, Mengarda F,

Pietrobelli A, Tatò L. Bone nass at final height in precocious

puberty after gonadotropin-releasing hormone agonist with and

without calcir¡m sr.rpplementation. J Clin Endocrinol Metab.
2003;88(J): I 096-l 1 01.

105. Calcaterra V, Mannarino S, Corana G, Codazzi AC, Mazzola A,
Brambilla P,Larizza D. Hypertension during therapy with trip-
torelin in a girl with precocions puberty. lndian J Pediatr.2013;
80( 10):884-885.

106. Sioniou E, Kosmeri C, Pavlou M, Vlahos AP, Argyropoulou Ml,
Siamopoulou A. Arterial hypertension during treatment with
triptorelin in a child with Williams-Beuren syndrome. Pediatr
N ep b r o l. 20 1.4 ;29 (9 ):1. 63 3-1. 63 6.

107. Staphorsius AS, Kreukels BPC, Cohen-Kettenis PT, Veltnlan DJ,
Br"rrke SM, Schagen SEE, rùí/outers FM, Delemarre-van de Waal

-o
é
o
0)
o-
o
o-

o
f
:t
Ø
t
ß)o
0)oo
:.
st
ocp
oo
3èoo
3
0)
ã.o
o
o
N)

(,
@
Õ)
<)
.N

(¡
_.1

o
O
@
o
(o
c
o
Ø

o
:J
N)
-.1

0)

of
N)
Õ
l\)
N)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 185 of 349 PageID #: 4234



doi: 1 0. 1 21 O/jc.2011 -O1 658

HA, Bakker J, Puberty suppression and executive functioning: an

fMRl-study in adolescents with gender dysphoria. Psychoneur-

o endo crino Io gy. 201 5 ;5 6 :19 0-19 9.

108. Hough D, Bellingham M, Haraldsen IR, Mclaughlin M, Rennie
M, Robinson JE, Solbakk AK, Evans NP. Spatial memory is

impaired by peripubertal GnRH agonist treatnent and testos-

terone replacement in sheep. P sy choneuroendocrinology, 201.7 ;

75:1,73-182.
109. Collipp PJ, Kaplan SA, Boyle DC, Plachte F, Kogut MD. Con-

stitutional Isosexual Precocious Puberty. Am J Dis Child. L964;

108:399-405.
110. Hahn HB, Jr, Hayles AB, Albert A. Medroxyprogesterone and

constitlìtionâl precocious puberty. Mayo Clin Proc. 1964;39:
1,82-1,90.

111. Kaplan SA, Ling SM, Irani NG. Idiopathic isosexual precocity.
Am J Dis Child. 1.968;1.76(6):591-598.

112. Schoen EJ. Treatment of idiopathic precocious pr,rberty in boys.

J Clin Endocrinol Metab. 1.966;26(41:363-370.
113. Gooren L. Hormone treâtment of the adult transsexual patient.

Horm Res. 2005;64(Suppl 2):3L-36.
114. Moore E, Visniewski A, Dobs A. Endocrine treâtment of trans-

sexual people: a review of treatment regimens, outcomes, and

adverse effects. / CIin Endoøinol Metab, 2003;88(81:3467-3473.
115. Krueger RB, Hembree lø, Hill M. Prescription of medrox-

yprogesterone âcetate to â patient with pedophilia, resulting in

Cushing's syndrome and adrenal insufficiency. Sex Abuse.2006;
t8(z):227-228.

116. Lynch MM, Khandheria MM, Meyer \({. Retrospective study of
the management of childhood and adolescent gender identity

disorder using medroxyprogesterone acetate, lnt J Trans-
genderi sm. 20L 5 ;16:201.-208.

1,1,7. Tack LJW, Craen M, Dhondt K, Vanden Bossche H, Laridaen J,
Cools M. Consecutive lynestrenol and cross-sex hormone treat-
ment in biological female adolescents with gender dysphoria:
a retrospective analysis. Biol Sex Differ. 201.6;7:14.

118. Hembree WC, Cohen-Ketter.ris P, Delemarre-van de Waal HA,
Gooren LJ, Meyer'!íJ 3rd, Spack NP, Tangpricha V, Montori
VM; Endocrine Society. Endocrine treatment of transsexual

persons: an Endocrine Society clinical practice guideline. J CIin

En docrin ol Meta b. 2009 ;9 4(9):3132-3 1. 5 4.
119. Mann L, Harmoni R, Power C. Adolescent decisior.r-making: the

developnrent of competence. J Adolesc, 1.9 B9 ;12(3):26 5-27 8.

120. Stultiëns L, Goffin T, Borry P, Dierickx K, Nys H. Minors and
infornred consent: â comparâtive approach. Eur J Heabh Latu.

2007;74(1\:2146.
121, Arshagouni P. "But I'm an adultnow... sort of". Adolescent consent

in health care decision-making and the adolescent brain. Available

at: http://digitalcommons.law.umaryland.edu/cgilviewcontent.cgi?

article=1 124&co¡¡ey¡=jhclp. Accessed 25 lttne 2017.

122. NHS. Prescribing of cross-sex hormones as part of the gender

identity development service for children and adolescents.

Availa ble a t: https://www.er.rgland. nhs. u k/con-rn-rissioning/

wp-content/upl oadsl si¡es/ 121 201 6/0 8/clinical-com-pol- 1 604 6p.

pdf. Accessed 14 Jvne 201.7.

123. Ankarberg-Lindgren C, Kristròm B, Norjavaara E. Physiological

estrogen replacement therapy for puberty inductiot.t in girls:

a clinical observational stttdy. Horm Res Paed.iatr.201.4;87(41:

239-244.
124. Olson J, Schrager SM, Clark LF, Dunlap SL, Belzer M. Sub-

cutaneous testosterone: an effective delivery mechanism for
nrasculinizing young trânsgender men. LGBT Heahh. 201.4;1.(3):

1.65-1.67.

125. Spratt DI, Stewart I, Savage C, Craig W, Spack NP, Chancller D!U,
Spratt LV, Eimicke T, Olshan JS. Subcutaneous injection of tes-

tosterone is an effective and preferred alternative to intramuscular
iniection: demonstration in female-to-male transgender patients.

.l Clin Endocrinol Meta b, 2017. doi:10.1"21,0/jc.2017 -003 59

https://academic.oup.com/jcem 3899

Eisenegger C, von Eckardstein A, Fehr E, von Eckardstein S.

Pharmacokinetics of restosterone and estradiol gel preparations in
healtlry young men. Psychoneuroendocrinology. 201.3;38(21:

1,71,-178.

de Ronde \ùØ, ten Kulve J, Woerdeman J, Kaufman J-M, de Jong
FH. Effects of oestradiol on gonadotrophin levels in normal and

castrated men. Clin Endocrinol (Oxf). 2009 ;7 1.(6):87 4-87 9.

Money J, Ehrhardt A. Man Ec woman, boy Ec girl: differentiation
and dimorphism of gender identity from conception to maturity.
Baltinrore, MD: Johns Hopkins University Press; 1972:202-206.
Heylens G, Verroken C, De Cock S, T'Sjoen G, De Cuypere G.

Effects of different steps in gender reassignment therapy on

psychopathology: â prospective study of persons with a gender

identity disorder. I Sex Med. 201.4;L7(1):1.19-126.
Costa R, Colizzi M. The effect of cross-sex hormonal treatment on
gender dysphoria individuals'mental health: a systemâtic review.

Neuroþ sychidtr Dis Treat. 201.6;72:19 5 3-1966.
Gooren LJG, Giltay EJ. Review of studies of androgen treatnent
of female-to-male transsexuals: effects and risks of administration
of androgens to females. J Sex Med.2008;5(4):765-776.
Levy A, Crown A, Reid R. Endocrine intervention for trans-
sexuals. CIin Endocrinol (Oxfl . 2003;59(41:40941.8.
Tangpricha V, Ducharme SH, Barber TrV, Chipkin SR. Endo-
crinologic treatment of gender identity disorders. Endocr Pract.

2003;9('1,):1,2-21,.

Meriggiola MC, Gava G. Endocrine care of transpeople part I. A
review of cross-sex hormonal treatments, oLltcomes and adverse

effects in trânsmen. CIin Endocrinol (Oxf). 201.5;83(5):597-606.
Bhasin S, Ctrnningham GR, Hayes FJ, Matsumoto AM, Snyder
PJ, Swerdloff RS, Montori VM. Testosterone therapy in adult
men with androgen deficiency syndromes: an endocrine society

clinical practice guideline. J Clin Endoøinol Metab.2006;97(6):
1.995-20"10.
Pelusi C, Costantino A, Martelli V, Lan-rbertini M, Bazzocchi A,
Ponti F, Battista G, Venturoli S, Meriggiola MC. Effects of three

different testosterone formulations in female-to-male transsexual

persons. .l S ex M e d. 20 1.4 ;7 1 (1.2) :3 002-3 0 1. 1..

Anderson GL, Limacher M, Assaf AR, Bassford T, Beresford SA,

Black H, Bonds D, Brunner R, Brzyski R, Caan B, Chlebowski R,

Curb D, Gass M, Hays.J, Heiss G, Hendrix S, Howard BV, Hsia J,
Hubbell A, Jackson R, Johnson KC, Judd H, Kotchen JM, Kuller
L,LaCroix AZ, Lane D, Lar.rger RD, Lasser N, Lewis CE, Manson

J, Margolis K, Ockene J, O'Sullivan MJ, Phillips L, Prentice RL,
Ritenbaugh C, Robbins J, Rossouw JE, Sarto G, Stefanick ML,
Van Horn L, Wactawski-uØende J, S7allace R, Wassertheil-

Smoller S; Women's Health Initiative Steering Committee. Effects

of conjugated equine estrogen in postmenopausal women with
hysterectol.ìly: the Women's Health Initiative randomized con-

trolled trial. I AMA. 2004;297(14):1,701,-171,2.
Dickersin K, Munro MG, Clark M, Langenberg P, Scherer R,
Frick K, Zhu Q, Hallock L, Nichols J, Yalcinkaya TM; Strrgical

Treatments Outcomes Project for Dysfr,rnctional Uterine Bleed-

ing (STOP-DUB) Research Group. Hysterectomy compared
with endometrial ablation for dysfunctional uterine bleeding:

a randonrized controlled tria|. Obstet Gynecol. 2007;11.0(6):

1279-1289.
Gooren LJ, Giltay EJ, Bunck MC. Long-term treatment of
transsexuals with cross-sex hormones: extensive personal expe-

rience. / Clin Endo crinol Metab. 2008;93(1.):1.9-25.
Prior JC, Vigna YM, \Watson D. Spironolactone with physio-
logical female steroids for presurgical therapy of male-to-female

transsexualisnr. Arch Sex B eh au. 1.989 ;18(1):49-57.
Dittrich R, Binder H, Cupisti S, Hoffniann I, Beckmann MW,
Mueller A. Endocrine treâtment of male-to-female transsexuals

using gonadotropin-releasing hormone agonist. Erp Clin Endo'
cr ìnol D iabetes. 2005;1 13( 10):586-592.

126.

1.27.

1,28.

1,29.

130.

131,.

1.32.

1 33.

1,34.

135.

ao
É
=o
0)o
oo
o
3
J
!
Ø

0)o
0)o
o
3
0
oc
ôo
3
oo
3
OJ

ão
o
Õ
N)

O
co
o)
(o
.Þ
(¡-{
0t
Õ
g

(o
c
o
Ø

o
f
N)
_.1

0)

o
=
N)
O
N)
N)

1,36

t37

1 38.

1,39.

1.40.

1.41..

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 186 of 349 PageID #: 4235



39OO Hembree et al Guidelines on Gender-Dysphoric/Gender-lncongruent Persons J Clin Endocrinol Metab, November 2017, 102(1 1):3869-3903

142. Srripp B, Taylor AA, Bartter FC, Gillette JR, Loriaux DL, Easley

R, Menard RH. Effect of spironolactone ou sex hormones in man.

I CIìn E n d o cr in o I M etab. 1. 97 5 ;4 1 (4):777 -7 11'.

143. LevyJ, Burshell A, MarbachM, AfllaloL, Glick SM. Interaction of
spironolactone with oestradiol receptors in cytosol. J Endocrinol,

1,980;84(3):371-379.
144. Wierckx K, Elaut E, Van Hoorde B, Heylens G, De Cuypere G,

Monstrey S, rüeyers S, Hoebeke P, T'Sioen G. Sexual desire in
trans persons: associations with sex reassignment treatnent. / S¿rç

Med. 20 1.4 ;l 1(1.) : 1 07-1 1 8.

145. Chiriacò G, Cauci S, Mazzon G, Trombetta C. An observational
retrospective evaluation oÍ79 young men with long-term adverse

effects after use of finasteride against androgenetic alopecia.

Andr o lo gy. 201 6 ;4 (2):24 5 -2 5 0.

1-46. Gava G, Cerpolini S, Martelli V, Battista G, Seracchioli R,
Meriggiola MC. Cyproterone âcetate vs leuprolide acetate in

combination with transdermal oestradiol in transwomen: a com-

parison of safety and effectiven ess. Clin Endocrinol (Oxfl . 2016;

85(21:239-246.
147. Casper RF, Yen SS. Rapid absorption ofn-ricronized estradiol-l7

beta following sublingual administration. Obstet Gynecol. 1'981;

57('J,):62-64.
148. Price TM, Blauer KL, Hansen M, Stanczyk F, Lobo R, Bates GSí'

Single-dose pharmacokinetics of sublingual versus oral adminis-

tration of micronized 178-estradiol. Obstet Gynecol. 1.997;89(3):

340-345.
149. Toorians ArùØFT, Thon-rassen MCLGD, Zweegman S, Magdeleyns

EJP, Tans G, Gooren LJG, Rosing J. Venous thrombosis and

changes of hemostatic variables during cross-sex hormone treat-

ment in transsexual people./ Clin Endocrinol Metab.2003;88(12):

5723-5729.
150. Mepham N, Bouman WP, Arcelus J, Hayter M, ì(/ylie KR. People

with gender dysphoria who self-prescribe cross-sex hormones:

prevalence, sources, and side effects knowledge. / Sa x Med. 2014;
17(12):299 5-3001..

151. Richards C, Bouman WP, Seal L, Barker MJ, Nieder TO, T'Sjoen
G. Non-binary or genderclueer genderc. Int Reu Psychiatry.20L6;
28(1,\:95-1,02.

152. Cosyns M, Van Borsel J, Wierckx K, Dedecker D, Van de Peer F'
Daelman T, Laenen S, T'Sjoen G. Voice in female-to-male

transsexual persons after long-term androgen therapy. Laryn-
gos cop e. 201.4 ;1,24 (6):1, 409 -1' 41' 4.

153. Der.rster D, Matulat P, Knief A, Zitzmann M, Rosslau K, Szukaj

M, am Zehnhoff-Dinnesen A, Schmidt CM. Voice deepening

under testosterone treâtment in female-to-male gender dysphoric

individuals. Et¿r Ar ch O torh in o laryngol. 201 6 ;27 3 (4):9 5 9-9 6 5.

1.54. Lapatrw B, Taes Y, Simoens S, Van Caenegem E, Weyers S,

Goemaere S, Toye K, Kaufman J-M, T'Sjoen GG. Body compo-

sition, volumetric and areal bone parameters in male-to-female

transsexual persons. B one. 2008 ;43 (6):101' 6-1021'.
155. Meyer III WJ, Vebb A, Stuart CA, Finkelstein JW, Lawrence B,

'Walker PA. Physical and hormonal evaluation of transsexual

pâtients: a longitudinal study. Arch Sex Behau. 1.986;15(2):

1,21,-1.38.

156. Asscheman H, Gooren LJ, AssiesJ, SmitsJP, de Slegte R. Prolactin
levels and pituitary enlargement in hormone-treated male-to-

fenrale transsexu als. Clìn Endocrinol (Oxf).198 8;28(6):583-588.
157. Gooren LJ, Harmsen-Louman W, van Kessel H. Follow-up of

prolactin levels in long-term oestrogen-treated male-to-female

transsexuals with regard to prolactinoma induction. Clin Endo-

crinol ( O x f), 1 9 8 5 ;22(2):201 -207 .

158. Wierckx K, Van Caenegem E, Schreiner T, Haraldsen I, Fisher

AD, Toye K, KaufmanJM, T'Sjoen G. Cross-sex hormone therapy

in trans persons is safe and effective at short-time follow-up: re-

sults from the European network for the investigation of gender

incongruence. J Sex Med. 201,4;1,1,(BI:1999-201'1'.

159. On J, Kaufmann U, Bentz EK, Huber JC, Tempfer CB. Incidence
of thrombophilia and venous thron-rbosis in transsexuals under

cross-sex hormone rherâpy. Fertil Ster¡\. 2010;93(4):L267-1,272.
160. Giltay EJ, Hoogeveen EK, Elbers JMH, Gooren LJG, Asscheman

H, Stehouwer CDA. Effects of sex steroids on plasma total
homocysteine levels: a study in transsexual males and females,

I Clin Endocrinol Metab. 1998;83(2):550-553.
161.. van Kesteren PJM, Asscheman H, Megens JAJ, Gooren LJG.

Mortality and morbidity in transsexual subjects treated with
cross-sex hormones. Clin Endocrìnol (Oxf). 1.997;47(3\:
337-343.

162. Wierckx K, Gooren L, T'Sjoen G. Clinical review: breast devel-

opment in trâns wonen receiving cross-sex hormones. / Sex Med,

201, 4 ;1, 7 (5 ) :1,24 0-1247 .

163. Bird D, Vowles K, Anthony PP. Spontaneous rupture of â liver cell

adenoma after long term nethyltestosterone: report of a case

successfully treated by emergency right hepatic lobectomy. Br /
Sur g. 1, 97 9 ;66 (31 :21.2-21. 3.

164. Westaby D, Ogle SJ, Paradinas FJ, RandellJB, Murray-Lyon IM.
Liver damage from long-tern-r methyltestosterone. Lancet. L977;

2(8032\:262-263.
165. Weinand JD, Safer JD. Hormone therapy in transgender adults is

safe with provider supervision; a review of hornlone therapy

sequelae for transgender individuals. J CIin Transl Endoainol.
201,s;2(2):5 5-60.

166. Roberts TK, Kraft CS, French D, Ji W, \Vu AH, Tangpricha V,
Fantz CR. Interpreting laboratory results in transgender patients

on hormone therapy. Am J Med.20L4;1.27(2):1.59-162.
'J,67. Yesper HW, Botelho JC, \X/ang Y. Challenges and improvements

in testosterone and estradiol resting,. Asian I Androl.2014;1612\:
't78-1,84.

168. Asscheman H, T'Sjoen G, Lemaire A, Mas M, Meriggiola MC,
Mueller A, Kuhn A, Dhelne C, Morel-Journel N, Gooren LJ.

Venous thronbo-embolism as a complication of cross-sex hor-
mone treatment of male-to-female transsexual subjects: a review.

Andrologia. 201,4;46(7):7 91,-7 9 5.
169. Righini M, Perrier A, De Moerloose P, Bounameaux H. D-dimer

for venous thromboembolism diagnosis: 20 years later, JThromb
H a emo st. 20 08 ;6 (7 | :1 0 5 9 -1, 07 1,.

170. Gooren LJ, Assies J, Asscheman H, de Slegte R, van Kessel H.
Estrogen-induced prolactir.roma in a man. .l Clin Endocrinol
Metab. 1.9 8 8 ;66(2):4 44446.

171. Kovacs K, Stefaneanu L,Ezzat S, Smyth HS. Prolactin-producing
pituitary adenoma in a male-to-female transsexual patient with
protracted estrogen administration. A morphologic stttdy, Arch

Pathol Lab Med. 1.994;1.18(5):562-565.
'172. Serci O, Noiseux D, Robert F, Hardy J. Lactotroph hyperplasia in

an estrogen treated male-to-female transsexual parient. .l Clin
Endo crinol Metab. 1 99 6 ;81 (9):3 1.7 7 -3 1.7 9.

173. Cunha FS, Domenice S, Câmara VL, Sircili MH, Gooren LJ,

Mendonça BB, Costa EM. Diagnosis of prolactinoma in two male-

to-female transsexual subjects following high-dose cross-sex

hormone therâpy. Andrologia. 201. 5;47 (6\:680-684.
174. Nota NM, Dekker MJHJ, Klaver M, Sliepjes CM, van Trot-

senburg MA, Heijboer AC, den Heijer M. Prolactin levels during

short- and long-term cross-sex hormone treatn.ìent: an observa-

tional study in transgender persons. Andrologia. 2017 ;49(61.
175. Bunck MC, Debono M, Giltay EJ, Verheilen AT, Diamant M,

Gooren LJ. Autononous prolactin secretion in two male-to-

female transgender patients using conventional oestrogen dos-

ages. B M J Ca s e Rep. 20 09 ;2009 :b cr 022009 1. 5 8 9,

1.76. Elamin MB, Garcia MZ, Murad MH, Erwin PJ, Montori VM.
Effect of sex steroid use on cardiovascular risk in transsexual

individuals: a systenâtic review and n.ìeta-anâlyses. Clin Endo-
cr inol (O xfl . 201.0 ;7 2(l):1.-10.

1.77. Berca M, Armillotta F, D'Emidio L, Costantino A, Martorana G,
Pelusi G, Meriggiola MC. Testosterone decreases adiponectin

o
o
Éf
0)
Õ-
oo
o
3
f

!
Ø

À)o
À)
o-
o

=.Iocç
oo
3
oo
f
À)

a.o
o

o
N)

(¡)
@
o,(o
À
(¡-{(¡(¡
co
o
(o
c
o

o
=N]--t
z
Â)

o
J
N)

N)
N)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 187 of 349 PageID #: 4236



doi: 1 0. 1 21 O/jc.2017 -O1 658

levels in fenale to male transsexuals. Asian J Androl.2006;8(6):
725-729.

178. Elbers JMH, Giltay EJ, Teerlink T, Scheffer PG, Asscheman H,
Seidell JC, Gooren LJG. Effects of sex steroids on components of
the insulin resistance syndrome in transsexual subjects. C/iz
Endocrinol (Oxf). 2003;58(51:562-571'.

1,79. Giltay EJ, Lambert J, Gooren LJG, Elbers JMH, Steyn M, Ste-

houwer CDA. Sex steroids, insulin, and arterial stiffness in women
and nren. Hypertension. 1999;34(4 Pt 1'l:590-597.

180. Polderman KH, Gooren LJ, Asscheman H, Bakker A, Heine RJ.

Induction of insulin resistance by androgens and estrogens. / C/lz
En docrinol Metab. 1.994;7 9 (1\:26 5-27 1..

181. Maraka S. Effect of sex steroids on lipids, venous thromboembolism,

cardiovascular disease and monaliry in transgender individuals:

a systenâtic review and meta-analysis. Available at: http:/þress.

endocrine.org/do tl abs/ 1.0.1.21.01 endo-meetings.20 1 6.RE. 1 5.FRI- 1 3 6.

Accessed 3 Jnly 201.7.

182. Meriggiola MC, Armillotta F, Costantino A, Altieri P, Saad F,

Kalhorn T, Perrone AM, Ghi T, Pelusi C, Pelusi G. Effects of
testosterone undecanoate administered alone or in combination
with letrozole or dutasteride in female to male transsexuals. / Ser
Med. 2008 ;5 (L0):2442-24 5 3.

183. Giltay EJ, Toorians AW, Sarabdjitsingh AR, de Vries NA, Gooren

LJ. Established risk factors for coronary heart disease are un-

related to androgen-induced baldness in female-to-male trans-

sexu als. / Endo cr in o I. 2004 ;7 80 (1'l : L 07 -1' 1'2.

184. Giltay EJ, Verhoef P, Gooren LJG, Geleiinse JM, Schouten EG,

Stehouwer CDA. Oral and transdermal estrogens both lower
plasma total homocysteine in male-to-female transsexuals. Alå-
er o s cl er o s is. 20 0 3 ;1 68 (1, | :1, 39 -1, 4 6.

185. Calof OM,Singh AB, Lee ML, Kenny AM, Urban RJ,TenoverJL,
Bhasin S. Adverse events associated with testosterone replacement

in middle-aged and older men: a meta-analysis of randomized,
placebo-controlled trials. J Gerontol A Biol Scì Med Sci' 2005;
60(1,1,):1,451-1457.

186. Expert Panel on Detection, Evaluation, and Treatment of High
Blood Cholesterol in Adults. Executive summary of the Third
Report of the National Cholesterol Education Program (NCEP)

Expert Panel on Detection, Evaluation, ând Treatment of High
Blood Cholesterol in Adults (Adult Treatment Panel IIII. JAMA.
200 1. ;28 S (1 9) :24 8 6-249 7 .

187. Murad MH, Elamin MB, Garcia MZ, Mullan RJ, Murad A,
Erwin PJ, Montori VM. Hormonal therapy and sex reassignment:

â systemâtic review and meta-analysis of quality of life and

psychosocial outcomes. Clin Endocrinol (Oxf). 2010;72(2):
21,4-231.

188. Van Caenegem E, lWierckx K, Taes Y, Schreiner T, Vandewalle S,

Toye K, Lapauw B, KaLrfman JM, T'Sjoen G. Body composition,
bone turnover, and bone mass in trans men during testosterone

treâtment: 1-year follow-up data from â prospective case-

controlled study (ENIGI) . Eur J Endocrinol. 201.5;172(21:

1,63-1,7L.

189. Turner A, Chen TC, Barber TW, Malabanan AO, Holick MF,
Tangpricha V. Testosterone increases bone mineral density in

female-to-male transsexualsl a case series of 15 subjects. C/iz

Endo crinol ( O xfl . 2004i61 (5 ) :560-5 66.
190. van Kesteren P, Lips P, Gooren LJG, Asscheman H, Megens J.

Long-term follow-up of bone mineral density and bone meta-

bolism in transsexuals treated with cross-sex hormones. C/¡z

Endocrinol ( O xÍ). 19 9 I ;48 (3):3 47 -3 5 4.

191. Van Caenegem E, Taes Y, \ùØierckx K, Vandewalle S, Toye K,
Kaufman JM, Schreiner T, Haraldsen I, T'Sjoen G. Low bone

mass is prevalent in male-to-female transsexual persons before the

start of cross-sex hormonal therapy and gonadectomy. Boøe.

2013;54(1,1:92-97.
192. Amin S,Zhang Y, Sawin CT, Evans SR, Hannan MT, Kiel DP,

Wilson PW, Felson DT. Association of hypogonadism and

https://academic.oup.com/jcem 3901

estradiol levels with bone mineral density in elderly men from the

Franringhanr study. Ann Intern Med. 2000;133(12):9 51.-9 63.

Gennari L, Khosla S, Bilezikian JP. Estrogen and fracture risk in
nten. J Bone Miner Res. 2008;23(10):1548-1551.
Khosla S, Melton LJ III, Atkinson EJ, O'Fallon VM, Klee GG,
Riggs BL. Relationship of serum sex steroid levels and bone

turnover markers with bone mineral densiry in men and women:

a key role for bioavailable estrogen. J Clin Endocrinol Metab.

1 9 9 8 ;83 (7 ) :226 6 -227 4.

Mueller A, Dittrich R, Binder H, Kuehnel W, Maltaris T, Hoff-
mann I, Beckmann MW. High dose estrogen treâtment increases

bone mineral density in male-to-female transsexuals receiving

gonadotropin-releasing hormone agonist in the absence of tes-

tosterone. Eur J Endo crinol. 2005;1 53 ( 1 ): 1 07 -1. 13.
Ruetsche AG, Kneubuehl R, Birkhaeuser MH, Lippuner K.

Cortical and trabecular bone mineral density in transsexuals after

long-term cross-sex hormonal treatnent: a cross-sectional study.

Osteoþoros lnt. 2005;76(7ìr:791-798.
Ganly l, Taylor EW. Breast cancer in a trans-sexual man receiving
hornrone replacement therâpy. Br J Surg. 199 5 ;82(3):341,.
Pritchard 'IJ, Pankowsky DA, Crowe JP, Abdul-Karim Flí. Breast

cancer in a male-to-female transsexual. A case report. /AMA.
1.98 8 ;2 59 (1 5):227 8-2280.
Symmers rù(/S. Carcinoma of breast in trans-sexual individuals
after surgical and hormonal interference with the primâry and

secondary sex clraracteristics. B MJ . 19 68 ;215 597 ):83-8 5.

Brown GR, Breast cancer in transgender veterans: a ten-case se-

ries. LGBT Health. 201. 5 ;2(L):7 7 -80.
Shao T, Grossbard ML, Klein P. Breast cancer in female-to-male
transsexuals: two cases with a review of physiology and man-

agenent. Clin Breast Cancer. 20L1. ;11(6):4L7419.
Nikolic DV, Djordjevic ML, Granic M, Nikolic AT, Stanimirovic
W, Zdravkovic D, Jelic S. Importance of revealing a rare case of
breast cancer in a female to male transsexual after bilateral

mastectomy. \Y or Id .l Sur g Oncol 201.2;"1.0:280.

Bösze P, Tóth A, Török M. Hormone replacement and the risk of
breast cancer in Turner's syndrom e. N Engl J Med.2006;355(24\:
2599-2600.
Schoemaker MJ, Swerdlow AJ, Higgins CD, Wright AF, Jacobs
PA; UK Clinical Cytogenetics Group. Cancer incidence in women

with Turner syndrome in Great Britain: a national cohort study.

Lan cet O nco L 2008 ;9 (3):239-246,
Smith RA, Cokkinides V, Eyre HJ. American Cancer Society

guidelines for the early detection of cancer, 2006. CA Cancer J
CIin. 2006;56(11:11,-25, quiz 49-50.
\Wilson JD, Roehrborn C. Long-term consequences of castration
in men: lessons from the Skoptzy and the eunuchs of the Chinese

and Ottonran courts. / Clin Endocrinol Metab. 1.999;84(121t

43244331.
van Kesteren P, Meinhardt W, van der Valk P, Geldof A, MegensJ,
Gooren L. Effects of estrogens only on the prostates of aging men.

J Urol. 1.996;156(4):1,349-1,3 53.
Brown JA, Wilson TM. Benign prostatic hyperplasia requiring
transurethral resection of the prostate in a 60-year-old male-to-

fenrale transsexual. Br J Urol. 1.997;80(61:956-957.
Casella R, Bubendorf L, Schaefer DJ, Bachmann A, Gasser TC,
Sulser T. Does the prostate really need androgens to grow?

Transurethral resection of the prostate in a n.rale-to-female

transsexual 25 years after sex-changing operation, Urol lnt,
200 5 ;7 5 (3):288-290 .
Dorff TB, Shazer RL, Nepomuceno EM, Tucker SJ. Successful

treatment of metastatic androgen-independent prostate carci-

nor.na in a transsexual patient. Clifi Genitouún Cancer.2007;5(51

344-346.
Thurston AV. Carcinon-ra of the prostate in a transsexual. Br /
Urol, 1994;73(2):217.

193

1,94

195.

L96.

197.

1,98.

199.

200.

201..

202.

Io
É
=o
0)
o-o
o-

õ
3
f

ro
a{
0)o
0)o
o

=.Ioc
bo

=oo
3
Â)

¿o
o
o
N)

o
@
o)
(Ô
.Þ
(¡
_.¡
(¡(¡
@
o
(o
c
o
Ø

o
=N)
_.¡

ÂJ

o
=
N)()
N)
N)

203.

204.

205

206.

207

208

209

21,0.

21,1

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 188 of 349 PageID #: 4237



3902 Hembree et al Guidelines on Gender-Dysphoric/Gender-lncongruent Persons J Clin Endocrinol Metab, November 2011 ,102(11):3869-3903

21,2. van Harst EP, Newling D'ùü, Gooren LJ, Asscheman H, Prenger
DM. Metastatic prostatic carcinoma in a male-to-female trans-

sexual. B/U lnt. 1998;87:776.
213. Turo R,Jallad S, Prescott S, Cross WR. Metastatic prostate câncer

in transsexual diagnosed after three decades of estrogen therapy,

Can Urol Assoc J. 2013;7(7-8):854+8546.
214. Miksad RA, Bubley G, Church P, Sanda M, Rofsky N, Kaplan I,

Cooper A. Prostate cancer in a transgender woman 41 years after
initiation of feminization. J AMA. 2006;296(1'9):2316-231'7.

215. Moyer VA; U.S. Preventive Services Task Force. Screening for
prostâte cancer: U.S. Preventive Services Task Force recomtrìen-

dation statement. Ann lntern Med. 201.2;757 (2):120-1'34.
216. Futterweit W. Endocrine therapy oftranssexualism and potential

complications of long-term treatmeÍìt. Arch Sex Behau. 1998;
27(2):209-226.

217. Miller N, Bédard YC, Cooter NB, Shaul DL. Histological changes

in the genital tract in transsexual wonten following androgen

therapy. Histopathology. 1.986;10(7\:661-669.
218. O'Hanlan KA, Dibble SL, Young-Spint M. Total laparoscopic

hysterectomy for female-to-male transsexuals. Obstet Gynecol.

2007;1 10(5):109 6-1,101..

219. Dizon DS, Tejada-Berges T, Koelliker S, Steinhoff M, Granai CO.

Ovarian cancer associated witl'I testosterone supplementation in a
female+o-nrale transsexual patient, Gyflecol Obstet lnuest, 2006;
62(4):226-228.

220. Hage lJ, Dekker JJML, Karim RB, Verheijen RHM, Bloemena E.

Ovarian cancer in female-to-male transsexuals: report of nvo
cases. Gynecol Oncol. 2000;7 6(3):41'341'5.

221, Mueller A, Gooren L. Hormone-related tumors in transsexuals

receiving treâtnenÌ with cross-sex hormones. Eur J Endocrinol,
2008;759(3):197:202.

222. ColemanE, Bockting W, Botzer M, Cohen-Kettenis P, DeCuypere

G, Feldman J, Fraser L, Green J, Knudson G, Meyer \VJ, Monstrey
S, Adler RK, Brown GR, Devor AH, Ehrbar R, Ettner R, Eyler E,

Garofalo R, Karasic DH, Lev AI, Mayer G, Meyer-Bahlburg H,
Hall BP, Pfaefflin F, Rachlin K, Robinson B, Schechter LS,

Tangpricha V, van Trotsenburg M, Vitale A, Winter S, Vhittle S,

'ùlylie KR, Zucker K. Standards of care for the health of trans-

sexual, transgender, and gender-nonconforming people, version

7. lnt J Transgenderism. 20L2;1.3:16 5-232.
223. Colebunders B, D'Arpa S, Süeijers S, Lumen N, Hoebeke P,

Monstrey S. F'emale-to-male gender reassignment surgery. In:

Ettner R, Monstrey S, Coleman E, eds. Principles of Transgender

Medicine and Surgery.Znd ed. New York, NY: Routledge Taylor
& Francis Group; 201 6:279-31'7.

224. Monstrey S, Hoebeke P, Dhont M, De Cuypere G, Rubens R,

Moerman M, Hamdi M, Van Landr.ryt K, Blondeel P. Surgical

therapy in transsexual patiel.ìts: a multi-disciplinary approach.

Acta Ch ir B e lg. 2001 ;101 (5 12200-209.
225. Selvaggi G, Ceulemans P, De Cuypere G, Vanlanduyt K, Blondeel

P, Handi M, Bowman C, Monstrey S. Gender identity disorder:

general overview and strrgical treatment for vaginoplasty in
male-to-female transsexuals. P last Reconstr SurS. 200 5 ;776(6):
1 35e-145e.

226. Tognet N, Goddard JC, Vickery RM, Khoosal D, Terry TR.
Current management of male-to-female gender identity disorder

in the UK. Postgrad Med J.2007;83198.41:638-642.
227. Horbach SER, Bouman M-8, Sniit JM, Ozer M, Buncamper ME,

Mullender MG. Outcome of vaginoplasty in male-to-female

transgenders: a systemâtic review of surgical techniques. / Sex

Med. 20L 5 ;1.2(6\:1 49 9-1 5 1,2.

228. $froblewski P, Gustafsson J, Selvaggi G. Sex reassignment surgery
for transsexuals. Curr Opin Endocrinol Diabetes Obes. 201.3;

20(6\:570-s74.
229. Morrîson SD, Satterwhite T, Grant DVf, Kirby J, Laub DR, Sr,

VanMaasdam J. Long-term outcomes of rectosigmoid neo-

colporrhaphy in male-to-female gender reassignment surgery.

P Ia st Re con str Sur g. 20 1 5 ;136 (2) :38 6-39 4.

Dessy LA, Mazzocchi M, Corrias F, Ceccarelli S, Marchese C,
Scuderi N. The use of cultured autologous oral epithelial cells for
vaginoplasty in male-to-female transsexuals: a feasibility, safery,

and advantageousness clinical pilot study. Plast Reconstr Surg,

20 1, 4 ;1,33 (1. \ :1, 5 8-1 61.
Li FY, Xu YS, Zhou CD, Zhou Y, Li SK, Li Q. Long-term out-
comes of vaginoplasty with autologous buccal micromucosa.
O bstet Gynecol. 201,4;1,23 (5):9 51,-9 56.
Kanhai RC. Sensate vagina pedicled-spot for male-to-fen-rale

transsexuals: the experience in the first 50 patients. Aesthetic
P Ia st S ur g. 20 1 6 ;40 (21 :284-287 .

Straayer C. Transplants for transsexuals? Ambitions, concerns,
ideology. Paper presented at: Trans*Studies: An International
Transdisciplinary Conference on Gender, Embodiment, and
Sexuality; 7-10 September 2016; University of Arizona, Tucson,
AZ.
Bucci S, Mazzo¡ G, Liguori G, Napoli R, Pavan N, Bormioli S,

Ollandini G, De Concilio B, Trombetta C. Neovaginal prolâpse in
nlale-to-female transsexuals: an 18-yearlong experience, Biomed
Res lnt. 201,4;2074:2407 61.
Raigosa M, Avvedimento S, Yoon TS, Cruz-Gimeno J, Rodriguez
G, Fontdevila J. Male+o-female genital reassignment surgery:

â retrospective review of surgical technique and conlplications in
60 patients. J Sex Med. 2015;12(8):1837-1.845.
Green R. Sexual functioning in post-operative transsexuals: male-
to-female and female-to-male. lnt J Impot R¿s. 1998;10(Suppl 1):

s22-524.
Hess.f, Rossi Neto R, Panic L, Rübben H, Senf W. Satisfaction
with male-to-female gender reassignment surgery. Dtsch Arztebl
lnt. 201,4 ;Il7(47 ):79 5-801.
Nygren U, Nordenskiold A, Arver S, Sodersten M. Effects on voice
fundamental frequency and satisfaction with voice in trans men

during testosterone treatment-a longitudinal study. J Voìce.

20 1, 6 ;30 (61 z7 6 6.e23 -7 6 6.e 3 4.

Becking AG, Tuinzing D!, Hage JJ, Gooren LJG. Transgender
fenrinization of the facial skeleton. CIin Plast Surg.2007;34(31:
5 57-564.
Giraldo F, Esteva I, Bergero T, Cano G, GonzâIez C, Salinas P,

Rivada E, Lara .fS, Soriguer F; Andalusia Gender Team. Corona
glans clitoroplasty and urethropreputial vestibuloplasty in male-

to-female transsexuals: the vulval aesthetic refinement by the

Andalusia Gender Team. Plast Reconstr Surg. 2004;1,74(6):

1543-1550.
Goddard JC, Vickery RM, Terry TR. Development of feminizing
genitoplasty for gender dysphoria. J Sex Med.2007;4(4 Pt 1,):

981.-989.
HageJJ, de Graaf FH, Bouman FG, BloenJJAM. Sculpturing the
glans in phalloplasty. P last Reconsft Surg. 1993;92(1.):1 57 -161,
discussion 162.
Thiagaraj D, Gunasegaram R, Loganath A, Peh KL, Kottegoda
SR, Ratnam SS. Histopathology of the testes from male trans-

sexuals on oestrogen therapy. Ann Acad Med Singøpore.1.987-
1,6(z):347-348.
Monstrey SJ, Ceulemans P, Hoebeke P, Sex reassignment sLlrgery

in the fenrale-to-male transsexual. Semin Plast \urg.201.1.;2513):
229-244.
Perovic SV, Diinovic R, Bun-rbasirevic M, Djordjevic M, Vukovic
P. Total phalloplasry using a musculocutâneous latissimus dorsi

flap. B J U Int. 2007 ;700 (4):89 9-9 0 5, discussion 905.
Vesely J, Hyza P, Ranno R, Cigna E, Monni N, Snrpka l, Justan I,
Dvorak Z, Novak P, Ranno S. New technique of total phalloplasry
with reinnervated latissimus dorsi myocutaneor,rs free flap in
fenrale-to-nrale transsexuals. Ann Plast Surg. 2007;58(51:
544-550.
Ranno R, Veseli J, Hiza P, Stupka I, Jr,rstan I, Dvorâk Z, Monni
N, Novák P, Ranno S. Neo-phalloplasty with re-innervated lat-
issimus dorsi free flap: a functional study of a novel technique.
Acta Ch ir P laç. 2007 :49(1.):3-7,

230

231

232

¿3J

234.

235.

236.

237.

238.

)?g

240.

241..

242.

243.

244.

245.

246.

oo
á
f
õ
0)
ô-
oo
o
3
f
:o
Ø

0)o
0)
o-
o
l.I
ocp
Õo
3
oo
3
0l
tro
o

o
N)

(¡)
co
O)

À
(Jl
--t
(Jt(¡
oo
(t

(o
C
o
Ø

of
N)--t

0)

Õ
f
N)o
N)
N

247

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 189 of 349 PageID #: 4238



doi: 1 0. 1 2 1 0/jc.20 1 7-0 1 658

248. Garcia MM, Christopher NA, De Luca F, Spilotros M, Ralph DJ.

Overall satisfaction, sexual function, and the durability of neo-

phallus dimensions following staged female to male genitalgender
confirming surgery: the Institute of Urology, London U.K. ex-

perience. Transl Androl Urol, 2014;312):1'56-L62.
249. Chen H-C, Gedebou TM, YazarS, TangY-8. Prefabrication of the

free fibula osteocutaneous flap to creâte a functional human penis

using a controlled fistula method. J Reconstr Microsurg. 2007;
23(31:151-154.

250. Hoebeke PB, Decaestecker K, ßeysens M, Opdenakker Y, Lumen

N, Monstrey SM. Erectile ir.nplants in female-to-male trans-

sexuals: our experience in 129 patients. Eur Uro\.201.0;57(2):
334-341..

251. HageJJ. Metaidoioplasty: an alternative phalloplasty technique in
transsexuals. Plast Reconst Surg. 1996;97 (1.):161-1'67.

252. Cohanzad S. Extensive metoidioplasry as a technique capable of
creâting a compa¡ible analogue to a natural penis in female

transsexuals. Aesthetic Plast Surg. 2016;40(1):130-138.
253. Selvaggi G, Hoebeke P, Ceulemans P, Hamdi M, Van Landuyt K,

Blondeel P, De Cuypere G, Monstrey S. Scrotal reconstruction in
female-to-nrale transsexuals: a novel scrotopl asty , Plast Reconstr

Swr g. 2009 ;123 (6) :1,7 1,0-1'7 1'8.

254. Bjerrome Ahlin H, Kölby L, Elander A, Selvaggi G. Improved
results after implementation of the Ghent algorithm for sub-

cutaneous mastectomy in female-to-male transsexuals. / P/ast

Sur g Han d Sur g. 201.4 ;48(6\:3 62-3 67.

255. Wolter A, Diedrichson J, Scholz T, Arens-Landwehr A, Liebau J.

Sexual reassignment surgery in female-to-male transsexuals: an

algorithnr for subcutaneous mastectomy. / P last Reconstr Aesthet

Sur g. 201 5 ;68(2):1,84-1'9 1'.

256. Richards C, BarrettJ. The case for bilateral mastectomy and male

chest contourir.rg for the female-to-male transsexttal. Ann R Coll
Sur g Engl. 20 13 ;9 5 (21:9 3-9 5.

257. Sutcliffe PA, Dixon S, Akehurst RL, \üilkinson A, Shippam A,
\Øhite S, Richards R, Caddy CM. Evaluation of surgical

https://academic.oup.com/jcem 3903

procedures for sex reassignment: a systema¡ic revíew, J Plast
Reconstr Aesthet Surg. 2009 ;62(3):294-306, discussion 306-308.

258. Selvaggi G, Elander A. Penile reconstruction/fornl tion. Curr
Op in U rol. 2008 ;78(6): 5 89 -5 97 .

259. Dhejne C, Lichtenstein P, ßoman M, Johansson ALV, Långströrn
N, Landén M, Long-term follow-up of transsexual persons un-

dergoing sex reassignment surgery: cohort study in Sweden. PloS
Onc. 20 I 1 ;6(2):e1 6885.

260. Kuhn A, Bodmer C, Stadlniayr 'W, Kuhn P, Mueller MD,
Birkhäuser M. Qualiry of life 15 years after sex reassignnrenl

surgery for trânssexualism. Fertìl Steril. 2009;92(5):1.68 5-1.689.e3.

261. Papadoputos NA, Lellé JD,Zavlin D, Herschbach P, Henrich G,
Kovacs L, Ehrenberger B, Kluger AK, Machens HG, Schaff J.

Quality of life and patient sâtisfaction following male-to-female
sex reassignment surgery. J Sex Med. 20L7 ;14(5):721,-7 30.

262. Simonsen RK, Hald GM, Kristensen E, Giraldi A. Long-term
follow-up of individuals undergoing sex-reassignment surgery:

somâtic morbidity and cause of death. Sex Med, 201'6;4(1'):

e60-e68.
263. Djordjevic ML, Bizic MR, Duisin D, Bouman MB, Buncamper M.

Reversal Surgery in regretftrl male-to-female transsexuals after sex

reassignnrent surgery. / Sex Med. 201.6;13(6111000-1007.
264. Liberopoulos EN, Florentin M, Mikhailidis DP, Elisaf MS.

Compliance with lipid-lowering therapy and its impact on car-

diovascular morbidiry and mortality. Expert Opin Drug Saf.

2008;7(6):717-725.
265. Forbes SS, Stephen WJ, Harper WL, Loeb M, Smith R, Chris-

toffersen EP, Mclean RF. lmplementation of evidence-based

prâctices for surgical site infection prophylaxis: results of a pre-

and postintervention study. J Am Coll Surg. 2008;207(31:
336-341,.

266. Davis PJ, Spady D, de Gara C, Forgie SE. Practices and attitudes of
surgeons toward the prevention of surgical site infections: a pro-
vincialsurvey in Alberta, Canada .lnfect Control Hosp Eþidemiol.
2008 ;29 (12\ : 1, 1, 6 4-1, 1. 6 6.

n
o
ã:
o
0)ooo
o
3
J
rõ

q)
o
o)

o
3
Þ'
oc
l:
oo
3*:oo
3
0)
¿o
o
o
N)

Õ
o)(o
5
(¡
-.1(¡(,
@
(t

c
C
o
Ø

o
:J
N)-{

q)

o
=N)Õ
l\)
N)

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 190 of 349 PageID #: 4239



ì9t

Dr¿,'cNrosTrc A|{D STATISTICAL
MexuAL oF

MuwTAL DTsoRDERS
F'rlt'H't'r t Fltln'rtlr

DSM*TV''
/
ì

\ ( t\

I

Avlnnlcax Pst'c;HrA frìrc
I

.,/
A*çS(X]IA I'ION.,r

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 191 of 349 PageID #: 4240



Sexual and Gender Identity Disorclers

3O2.9 paraphilia Not Otherwise Specified
This *arcgory is in*hrdecl for cocling Faraphilias thar do not mcct thc criterìa for.a¡1, üf
the sil*cilic carcg0rries Exarnpler intlleÍe, Llr"rt are not lirnitccl to, telepLuue scaLr.rlúgia
(obscene pl'rone calls), necrophilia (corpses), parrialism (exclursive io..,, on po.,"of
hocly), zonphilia (aninrals), copr.ophilia (fcccc), ftlismapirilia (crrc¡ras), arrtl Lrrirphtlta
(t r ri nc)

Gencler ldentity Disorder

Ili øEt-lo s tle. F e øt u r e s

The|e are two components of Genclel- Iclentity Disorder, both of which m¡st be present
Lu rtluke tìre diagnosis T'hcre must be eviderrce of a srrong ancl per.sisrerlt cross-gencler
identification, which is the clesire to be, or the insistence that one is, of the other scx

5

302.82 Voyeurism
'I'he paraphiliac tocr-rs of Voyer-rrism involves the act of observing unsuspecting inciivid-
tuals, r-rsually strangers, who are nakecl,.in rhe pr.ocess of disrobinj, or. engaging in sexual
acfivity. 'l'he a$ of k:olciqg (rpeeping") ie for d:e purpose of achie'ving sdlrt.eici,u***,
nnci generally no sexual actrivtty .rvlth the,oblerueoi p",son io sougi¡r. Ç"rga.sr4 f*r**ìii
¡æ'otluçd.þmaãruóåliorl mâyoccu{.clurìn6 r'tre,*aþurtste ãçù\,úi,;ü,1âd;,¡nm+¡r,nniå
t$ the I'llqmory of wtrrat ehe ¡)'ersofl lias rviinesscd. ofren these îndividuals have rhe
fanraU¡r of .lt'rwi¡"rgar$exufile.ïperiencer¡¡iù,the obsewæd perso¡;,but in ,=^tity rhis Ão*li
oct-urs- In its severe torm, peeping eonstittrtes the exclusive foi.rn öf sex¡al acrivity. 1'hå
'onoe¡ çf voyt¿sristjc trelrsrvlor ls usprilly læforc age l)" yeals. 'I'he coLrr.se rencls ro be
chlonic.

t

a

!

f Diagnostic cr.iteria for 3;OZ.gz Voyeurism
A. ovef a 1.rcr:iocl c¡f at least 6 r¡onths, r-ecLlrrent, intensc sexually aronsing

fantasies, sexu¿rl ì,lrgcs, or behaviors i'volvi'g the act of obicrving an
unslrspecting pcl'son who is rakecl, in the process of clisrobing, or
engaging in sexual activity.

B. The fantasies, sr¡xr.ral tltf{es) or bchaviors cauSe cli¡tir:ally slgnlflm¡r
clistress of impainneut in social, occr-rpational, or other i¡rpor.tant areas
of h-rnctioning.
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Gender Identity Disorder 5jj

A). Thìs cross-gender iclenrification must not mercly be a desire for anyttiltural being the orher sex Theié musr also be eviclence of
.q$$þnqd sex or a
Ë)r fhe diagnosì.s

sense of inappropdateness in the
is uot llat.le if the tnclividr_ral has a

androgen insenSitivity syndrcme ol con_
make the diagnosis, there must be evidence

areas of functioning (Criterion D).
in social, occupational, or other impol.tant

ltrln.ofr trhnr
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pfesent later in rife, (ofren following ryaui*ge), sexual activrty with a woman isaccompanÍed'bv the fàntasy of being lãsban k¡iers or thar ht;;;ä;, is a man and heis a woman.
In ado¡ÉsÈsnts¡' the clinical features r,nqli re*en'l.ble eithe¡ those of c-hildren:êrr.thôæof adults, depeneliifg on rhc indlvi<,lua1's lfei*iopnertal,level, anct the ..niJä¡îtrîäiapplied accordingly, In a younger adorescenr, ir may be .åË^ä,üLir ro a*ive ar anacclrrate dÍagnosis becrusg of rhe adolescent,s guaráe¿n.sr. rrris À"y be increased ifthe adoleseer¡* feels ambivalent al¡óut cross-gender identification or feels that it is

'rnacceptable 
ro the famiry. The adolesce;; **y b" ,.f*";.r Ë;r* ,¡* ,pÍrenr' orteac\e¡p afe concernecr ahorrr socrai isoration.or peer teasing r'.r{ reJect{þrl. In such.circums [a nce's, the dia gnosis sho. ld b. r.rervecl,fo¡ rhole 

"d"l-:il ;il;p# öilcross-gende' icrentifiecr in rheir dress and *rr" f*rl*- ;;- #fiÀ" thar strggesr*igolficam cr{¡ssisç$der, 
icl3ryi*ia*¡ign 

(..s, ,h*,rd'ä;rä,äþ;;. üri'i Jäg:rfic
3fffi::- 

in chircrren and acrorescànrs .ìy;-h;ü #d;,d;#;ie*ended perind

534 Sexual and Gender Identiry DÍsorders

Sþecifiers

'Fni n$xu{lly .llrtll$itdüdìi¡ d,rs rg speclfiers may be noted basecl on the

Àttrect€ú
'S*u4ül' tç,Màtrtr{

Ù¡de$ eirh

¡he sar.$e

fernalec:q¡ho

Recordú*g pruce¡lures
'fhe assigrre<1 diagnostic cocle ciepencis on the inclivich.lal's clu.rent af,er if thc diso¡cleroccLrrs in childhoo<1, trie cocre 302.rí rs rrsecr; for an aclorcsccnr ol aúurt, 5o2.g5js used.

Assocíøted Feafiees ønd Dísord.eys

{sso.cratgd descriptrve features and mental drsorders. Many indi*iduals withGender ldentity rjisorcler become socially isolatecl. Isolation and os-tracism contribute tolow self-esteem and may reacr to .schoãr aversion or dropping out .f schoor, peerostrAcisrn lrnrl'te-lsì.g xre.üspccially cqnìl,o' sequelae foL båys #irr, ,rr" disorder. Roys

ii:lrff'o* 
lcle*titv Di.soråer oftln show ma.kecì remini"J;;;;.;tr.s ancr speech
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The distr-r¡bance can be so pelasive that the mental lives of sor¡e indivicluals revolve

only around those activities that lessen gender distress. They are ol'len preoccupiecl with

^ppeu^nce, 
especially ear-ly in the transition to living in the opposite sex t'olc.

Relationships q,ith one or botl-r parents also may be seriously impaired. Sotne males with
Gender Iclentity Disr¡rder resort to self-t¡eatrnent with Ìrormones and may very rarely

pe¡form their own castrâtion o[ penectomy. Especially in urban centers, .some maies

with the di.sol'der may engage in prostitution, which places them at high risk for human

irlmtrnocleficiency virtrs (HIV) infection. Suicide attempts and Substance-Related Disor-

cler.s arc comrnonly associatcd.
Children with Gcncler lder-rtity Disorder may rnanifest coexisting SeþaÉtion Anxiery

Disorder, Generalized ,{nxiety Disorder, and symptorns of clepression. Adolescents are

particr.rlarly at rislc fol depression and suicidal ideation and stricide atlempl.s. In adrrlts,

arr..iety ancl deplessive symptoms may be present. Some acltrlt ñales have a history of
Transvestic Fetishism as well as other Paraphilias. A.ssociated Personality Díso¡clers are

more common among rnales than among females being evalttated at adult gencler clinics.

Associated laboratory ñadings. Thcle is no cliagnostic test specific for Gencler

Iclentity Disorder. In the presence of a uollnal physical examination, karyotyping for sex

ch¡omôsömes änd sex lt<lrrrrone ässays äre usually rìul irrdicäted. Psyclu-rlugical lesl"iri¡¡,

nray reveal closs-gender identification or behavior pattet'nsr

Associatcd physical exnmination findíngs and general medical conditions.
Indiviclual.s lvith Genclel Ider-rtity Disolder have normal genitalia (in contrast to rhe

ambigr-rous genitalia or hypogonadisur forrncl in physical intersex conclitions), Aclolescent
and ¿clult rnales with Ger-rder ldentiry Disorder may show breast enlargement resulting
fiom holmone ingestion, hair c{enucling trom temporaly or permanent epilation, and

oLher ¡rlrysir:al clrarrges as a result of procedules such as lhirtc.'plasty or thyr'ûid cartilage
sl'ravìng (sr"rrgical redr¡ction of the Adam's apple) Distortecl bleasts or breast rashes may

be seen. i¡r females who wear bleast 6inclers. Postsurrgical complications in genetic
lerii;rles irlrlrrclr lll-)nl¡rrr'ir'ìl r:ht:sl w;all scat's, atrcl irr ¿3etretir: nrialcs, vaginal stricti"tres,

rectovaginal fistnla.s, urethral stenoses, ancl misctilectecl urinary streams. Adult fernales
with Gencler l<lenLity Disorder rnay have a higher than expectecl likelihoocl o[ polycystic
ovarian clisease,

,$þec{f:fc Åge and Geneler Feøturgs

lrrìr¡rh's s,itlr (irrrrlrr lrlçrrlif y l)is',rtrler's geriernlly erpeli*ur:n less r¡stt¿r:isrrl lrci:attse çf
cross-gender interests ancl may suffer less fi-om peel rejection, at least r-rntil adolescence.
In chilcl clinic samples, there ar-e approximately five boys for each girl refetred with this
disorder. In ach-llt clinic samples, rren oLìtnlrmber women by about two or three times.
In r:hllriren, rlrc relêrral blas towarrl TTrâles rn¿ry partly rellecl tlre grearer stigrïä thâ.1.

ct'oso gencler betravio¡ carriec for ìroys than f'or girlo,

,PrGuølence

There are no recent epicietrioiogical studies to pr'ovide data on prevalence of Gendel'
Identity Djso¡:cler. I-)ata from srnaller countries in Fìr.rrope with acces.s to total popr-rlation
sta[istics and refen'als slrggest that roughly 1 per 30,000 aclult rnales ancl 1 per 100,000
adr,rlf females seek sex-reassignmenL rirugery,
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Course

For clinically referreci children, onset c¡f closs-gender intercsts and activities i.s usually

between ag'esZand 4years, ancl some parents report that. their child has always had

cross-gencler interests. Only a very small nurnber of chilcl'en with Gencler Iclentiry

Disorder.will continue to have syrlptoms that meet criteria for Gencler Identify Disorder

i¡ later. adolescence or aclulthoocl Typically, chilclren at'e referred al'otind the time of

school entry because of parental corìcel'n llral wlrat they regaldecl as a "phasc" cloes not

appeaf to be passing. Most childlen with Gender Iclentiry Disorder display les.s overt

..árr-g..r.1., behaviors with time, parental inteñ/ention, o[ response frorn peers. By late

adoleäencri hf,ài.lrrlrhonel¡,âTlÕrxf three-qüâr{ers of boy¡ rvho had a chilclheod hìstory ol

te¡eler ¡denttty Disoftlêr rëporl a hoffo3e*ual or lJisexuál orientåtipfr" but $¡ithotrt

coniurrent Gencler Iclentity òis<¡rcler. Most of the remaincler report a heterosexual

orientation, also witholrt concurrent Gender Identify Disorder. 'l'he cortesponding

percentages for sexr.lal <-lrientation in girls are not knou'n. Some adole.scent.s may develop

a clearer cross-genclef identification and reqttest sex-t'eassignment surgery or may

continLle in a chronic collllse of ge nder confusion or clysphoria

In ac|-¡lt males, there are two different cotìrses for the clevelopnrerrt uf Gerlder

Iclonrity Disorder. The first is a continuation of Gender Identity Disorcler that had an

onset in ctrilcìhood or early aclolescence. Thesc individuals rypically present in late

arlolescerrcc <lr a,:|-rl¡hoOcl. In thc othcl' collftle, the more overl signs of cross-gender

iclentilicadon appeäl' laler alrcl more gradually, with a clinical pl'c'scntation in early to

nr j|-afi¡lrhoocl qsually tbllowing, but sometirnes concltrl'ent r,vith, Tran.svestic Þ-clishisnl,

The larer-onset groltp may be more fllrctuating in the degree o[ cross-gencler identifica-

tion, rnore ambivalent abor¡t scx-reassignment sLlrgery, more likely to be sexr-rally

attractecl to women, ancl le.ss likely tt.l be satislìecl after sex-teassigl'ìment surgcry. lr{ale.r

wittr Ccndcr lclcltity Diso¡cle¡ who are sexr-rally attracted to males lcnd fo present in

à.1o1*r.".,.. crr eally arfirlthood v/ith a lifelong history of gencler dysphoria. In contrast,

drose r,l,lr-l iu'c scr:.r,rall¡i nttt'actcrJ to fenr;rleil, to hoth malcs 'Jnd fetnales, or fo neiÍhel

sex tencl to present later and typically have a history of f'r'ansvestic l;etishisn-¡. If Gender

Identity Diiorcler is present in actllthood, it teuds to have a chronic cottrse, bttt

spontaneolrs lemission has been leported.

Dlffer e nt í ø1. Di agn o s i s

Cenc{er lclenlity lJisorder can be dlstingrushcd frt-rrlì sirrr¡rle uûtlconfoffilty t(, stcrcu'

typical sex role behavior by the extent ancl pen asiveness of the cross-gencler wishes,

interests, ancl activities. This ciisorcier is r-rot lneant to ciescribe a child's nonconlormity

to ster.eorypic sex-role behavior as, for cxample, in "tornboyishness" in giris or "si.ssyish"

behaviol. in boys. Rathet', it rcprcseuts a plof'or-urd di.str-rrbancc of thc inciividtlal's sence

of iclentiry with r.egarcl to maleness or iemaleness, Beiraviol in chrldr-en tliat merely does

lot fit the c¡ìrrrral sfereotype of m¿rsculinity or lernininity shor"rld not be given the

cliagnosis unless the fttll synclrome is present, inclucling tlrarl<ed disrress or impairrnent.

Transvestic Fetishism occLrrs in heterosexual (ol biscxlral) men for whom the

ct.oss-clressing behavior is for the plÌrpose r¡f sexual excítemcnt. Asicle froln cross-

dr.essing, rnost inclivicluals with Transvestic !'etishism c1o not have a history <¡f childhoocl

cr.oss-gãnder behaviors. Males witl'r a pre.sentatiou that meets firll c¡iteria lcrr Gender

Ictentiiy Diso¡cler as well as 'l'¡ansvestic Fetishism shoulcl be given boLll cliagrruses. If

gencler clyspSort, is present in an incliviclr-lal with'Iransvestic Felishisrr but full cliterja
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Gencier
The

have a

citfrdlilo¡r (e.9.,

In there may rarely be delusions of belonging to the other sex.

by a person with a Gender Identity Disorder that he or she is of the other sex

not considered a delusion, because what is invariably meant is that the person feels

a member of the other sex ¡ather than truly believes that he or she is a membel of

other sex. In very rafe cases, however, Schizophrenia and severe Gender Identity
may coexist

I Oiagnostic criteria for Gender Identity Disorder

À. A strong and persistent cross-gender identification (not merely a desire

It.rr any perceivecl culltual advantages of being the <.¡ther sex).

In childlen, the distr-rrbance is manif-ested by for-rr (or more) of the

following:
(1) repeatedly statecl desire to be, or insistence that he or she is, the

other sex
(2) in boys, prelerence for cross-dressing or simr-rlating female attire;

in gids, insistence on wealing only stereotypical mascttline clothing
(3) strt-utg attcl petsisLettt ptclctctrecs lut ctüss-se¡ role's irl ruake-

believe play or persistent fantasies of being the other sex
(4) intense desire to participate in the stereotypical games and pastines

of tl-tc othcr scx
(5) strong pfeference lor playmates of the other sex

In adolescents and adults, the disturbance is manifested by symptoms
such as a stated desire to be the other sex, freqnent passing as the other
sex, clesire to live or be lreatecl as the other sex, or the convicti<¡n lhat
he or she has the typical feelings ancl reactions of the other sex,

B, Pôr¡jltlcnt dlücc\mftìft. widr lrttl r.rl Jttl: luix r.rr ùir¡lrir-¡ of irt:r1.t1.trr r¡rri;tlertr.r,rs

in the gender tole of that sex,

In children, the distulbance is manifested by any of the following: in
boys, assertion that his penis or testes are disgusting or will disappear
or a.ssertion that it would be better not to have a penis, or aversion
towald rough-and-tr,rrnble play ancl rejeccion of rnale stereotypical toys,
games, and activities; in gids, rejection ol urinating in a sitting position,
assertion that she has or will grow a penis, or a.ssel'tion that she does

not want to grov/ breasts or menstruate, or markecl aversion toward
normative feminine clothing,

('continued)
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3O2.6 Gender ldentity Disorder Not otherwise specified

,l'l* category is i¡y,|.rrhll û-rr crrclir:g disorclcrs itt gtlttcler it.lrrrrtity that lfe not clalrliiFinhlc

", ^ 
,p".ifi. Gencler Iclentity Disor'cie¡. Examples include

1. Intersex con<litions (e.g., androgen insensitivily syndrome or congenital adrenal

hyperplasia) aud accompanying gender dysphoria

2. Transíent, stress-relâiedl cnx$s-ilressing behavior

J. pe$i#t*tît, preoccttpr¡tir,Är w.,Íth cgO¡lafion or pcncctomy rvithout a desire to

a<:t1r.tite tlre ser charar:tr:rislics of the other sex

7O2.g Sexual Disorder Not Otherwise Specified

Tlìis category is inr:lr.rrJerl l'or coding a sexual clisturbance that cloes not meet the criteria

for any specifìc Sexual Disorclel'aÀd is neither a Sextial Dysftrnction nor a Paraphilia

Exarlples rucludc

1. Marked feelings of inaclequacy concerning sexual performance or other traits

relatecl to self-imposed standards of mascuiinity or femininity

2. Disrr-ess ¿rbortt a paftefn of.rg¡Xatecl seltnâl.,fslafionships involving a sttccessi<¡n

of loveu; Wltç ar'ã e3pefi€aceçï by the,i¡'tCliVicl.UËtl o.nlT as'thirlgs to be used

ò. Perststent and marked tlistless abuut sextlal ot'ientation

! Diagnostlc criteria for Gender Identity Disorder (continued)

In adolescents and actults, the disturbance is manifested by symptoms

s¡rêh as preoec{xrpåIi$nr"¡rlth gfüing riel of prirnary ¿tird"seeo#ary' Stx

charaetdi¡st¡c¡ (b,g;, rcquest fÊr iìçltü.gag;,f'r:gery, ôr'otli€r pfçðtdlurë$

rrl physfcdl¡r ¡rlrdr ser($Rl ehnrngeriitic": tç $itn(rlal€ thg nth*r *ax) ni
belief that he or she was born the wrong sex'

c. The disturbance is not concurrent with a physical intersex condition.

D. The disturbance callses clinically significant distress of impaifment in

social,occtlpational'ofothefimportantal.easoffr.rnctioning.

Cod¿ based on current age:

302.6 Gender ldentity f)isorder in Children
302.85 Gender ldentity Llisorder in Adolescelt's or Adults

Spacifu iÍ (for sexually mature individuals):

Sexually Attracted to Males
Sexually Attracted to Females
Sexually Attracted to Both
Sexually Attracted to Neither
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Abstract

IMPORTANCE Transgenderandnonbinary(TNB)youthsaredisproportionatelyburdenedbypoor

mental health outcomes owing to decreased social support and increased stigma and discrimination

Although gender-affirming care is associated with decreased long-term adverse ment¿l health

outcomes among these youths, less is known about its association with mental health immediately

after initiation of care.

OBJECTIVE To¡nvestigatechangesinmentalhealthoverthefirstyearofreceivinggender-affirming

care and whether initiation of puberty blockers (PBs) and gender-affirming hormones (GAHs) was

associated with changes in depression, anxiety, and suicidality.

DESIGN, SETTING, AND PARTICIPANTS This prospective observational cohort study was

conducted at an urban multidisciplinary gender clinic among TNB adolescents and young adults

seeking gender-affirming care from August 2017 to June 2O.lB. Data were analyzed from August

202O through November 2O21.

EXPOSURES Time since enrollment and receipt of PBs or GAHs.

MAIN OUTCOMES AND MEASURES Mental health outcomes of interest were assessed via the

Patient Health Questionnaire f -item (PHQ-9) and Generalized Anxiety Disorder 7-item (GAD-7)

scales, which were dichotomized into measures of moderate or severe depression and anxiety (ie,

scores >10), respectively. Any self-report of self-harm or suicidal thoughts over the previous 2 weel<s

was assessed using PHQ-9 question 9. Generalized estimating equations were used to assess change

from baseline in each outcome at 3, 6, and 12 months of follow-up. Bivariate and multivariable logistic

models were estimated to examine temporaltrends and investigate associations between receipt of

PBs or GAHs and each outcome.

RESULTS Among 1O4 youths aged 13 to 2O years (mean [SD] age, 15.8 [1.6] years) who participated

in the study, there were 63 transmasculine individuals (60.6%),27 transfeminine individuals

(26.o%),1o nonbinary or gender fluid individuals (9.6%), and 4 youths who responded "l don't

know" or did not respond to the gender identity question (3.8%). At baseline, 59 individuals (56.7%)

had moderate to severe depression, 52 individuals (5O.0%) had moderate to severe anxiety, and 45

individuals (433%) reported self-harm or suicid¿l thoughts. By the end ofthe study, 69 youths

(66.3%) had received PBs, GAHs, or both interventions, while 35 youths had not received either

intervention (337%). After adjustment for temporal trends and potent¡al confounders, we observed

60% lower odds of depression (adjusted odds ratio [aOR], O.4O;95% Cl, O.17-0.95) an d73"/o lower

odds of suicidality (aOR, O.27:95% Cl, 0.11-0.65) among youths who had initiated PBs or GAHs

compared with youths who h¿d not. There was no association between PBs or GAHs and anxiety

(aOR, 1.O1; 95o/o Cl, 0.41, 2.51).

$ Open access. This is an open access article distributed under the terms of the CC-BY License.

l(ey Points

Question ls gender-affirming care for

transgender and nonbinary (TNB)

yôuths assoc¡ated with changes in

depression, anxiety, and su¡cidal¡ty?

Findings ln this prospective cohort of

1O4 TNB youths aged, ]3 to 20 years,

rece¡pt of gender-affirming care,

including puberty blockers and gender-

affirming horrnones, was associated

with 6O% lower odds of moderate or

severe depression and 73% lower odds

, of suicidality over a 12-rnonth follow-up.

Meãn¡ng This study found that access

to gender-affirming care was associated

with m¡tigation of mental health

disparit¡es among TNB youths over I

year; given this population's high rates

of adverse mental health outcomes,

these data suggest that access to

pharmacological intervent¡ons may be

associated with improved mental health

amongTNB youths over a short period.
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Abstroct (contínued)

CONCLUSTONS AND RELEVANCE This study found that gender-affirming medical interventions

were associated with lower odds of depression and suicidality over 12 months. These data add to

existing evidence suggest¡ng that gender-affirming care may be associated with improved well-being

among TNB youths over a short period, which is ¡mportant given mental health disparities

experienced by this population, particularly the high levels of self-harm and suicide.

JAMA Network Open.2022:5(2)e22Q978. doi:1 0.1001/jamanetworkopen.2022.O978

lntroduct¡on

Transgender and nonbinary (TNB) youths are disproportionately burdened by poor mental health

outcomes, including depression, anxiety, and suicidal ideation and attempts.r's These disparities are

likely owing to high levels of social rejection, such as a lack of support from parents6'7 and

bullying,6 8,e and increased stigma and discrimination experienced by TNB youths. Multidisciplinary

care centers have emerged across the country to address the health care needs ofTNB youths, which

include access to medical gender-affirming interventions, such as puberty blockers (PBs) and

gender-affirming hormones (GAHs).1o These centers coordinate care and help youths and their

families address barriers to care, such as lacl< of insurance coveragerr and travel times.12 Gender-

affirming care is associated with decreased rates of long-term adverse outcomes among TNB youths.

Specifically, PBs, GAHs, and gender-affirming surgeries have all been found to be independently

associated with decreased rates ofdepression, anxiety, and other adverse mental health

outcomes.13'r6 Access to these interventions is also associated with a decreased lifetime incidence of

suicidal ideation among adults who had access to PBs during adolescence.rT Conversely, TNB youths

who present to care later in adolescence or young adulthood experience more adverse mental health

outcomes.ls Despite this robust evidence base, legislation criminalizing and thus limiting access to

gender-affirming medical care for minors is increasing.le'2o

Less is known about the association of gender-affirming care with mental health outcomes

immediately after initiation of care. Several studies published from 2O15 to 2020 found that receipt

of PBs or GAHs was associated with improved psychological functioning2r and body satisfaction,22 as

well as decreased depression23 and suicidality2a within a 1'year period. lnitiation of gender-

affirming care may be associated with improved short-term mental health owing to validation of

gender identity and clinical staff support. Conversely, prerequisite mental health evaluations, often

perceived as pathologizing by TNB youths, and initiation of GAHs may present new stressors that

may be associated with exacerbation of mental health symptoms early in care, such as experiences of

discrimination associated with more frequent points of engagement in a largely cisnormative health

care system (eg, interactions with nonaffirming pharmacists to obtain laboratory tests, syringes, and

medications).2s Given the high risk of suicidality among TNB adolescents, there is a pressing need to

better characterize mental health trends for TNB youths early in gender-affirming care. This study

aimed to invest¡gate changes in mental health among TNB youths enrolled in an urban

multidisciplinary gender clinic over the first 12 months of receiving care. We also sought to investigate

whether initiation of PBs or GAHs was associated with depression, anxiety, and suicidality.

Methods

This cohort study received approval from the Seattle Children's Hospital lnst¡tutional Review Board.

For youths younger than age lB years, caregiver consent and youth assent was obtained. For youths

ages 1B years and older, youth consent alone was obtained. The 12-month assessment was funded

via a different mechanism than other survey time points; thus, participants were reconsented for the

Dorvnloaded From: https://jamanetrvork.com I on 0411512022
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l2-month survey. The study follows the Strengthening the Reporting of Observational Studies in

Epidemiology (STROBE) reporting guideline.

Study Procedures
We conducted a prospective observational cohort study of TNB youths seeking care at Seattle

Children's Gender Clinic, an urban multidisciplinary gender clinic. After a referral is placed or a patient

self-refers, new patients, their caregivers, or patients with their caregivers are scheduled for a l-hour

phone intake with a care navigator who is a licensed clinical social worl<er. Patients are then

scheduled for an appointment at the cl¡nic with a medical provider.

All patients who completed the phone intake and in-person appointment between August 2017

and June 2OlB were recruited for this study. Participants completed baseline surveys within 24 hours

of their first appointment and were invited to complete follow-up surveys at 3, 6, and 12 months.

Youth surveys were used to assess most variables in this study; caregiver surveys were used to assess

caregiver income. Participation and completion of study surveys had no bearing on prescribing of

PBs or GAHS.

Measures
Mental Health Variables

We assessed 3 internalizing mental health outcomes: depression, generalized anxiety, and suicidality.

Depression was assessed using the Patient Health Questionnaire f -item scale (PHQ-9), and anxiety

was assessed using the Generalized Anxiety Disorder 7-item scale (GAD-7). We dichotomized PHQ-9

and GAD-7 scores into measures of moderate or severe depression and anxiety (ie, scores >lO).26'27

Self-harm and suicidal thoughts were assessed using PHQ-9 question 9 (eTable 1 in the Supplement).

Pharmacological ¡ntervent¡ons

Participants self-reported if they had ever received GAHs, including estrogen or testosterone, or PBs

(eg, gonadotropin-releasing hormone analogues) on each survey. We conducted a medical record

review to capture prescription of androgen blockers (eg, spironolactone) and medications for

menstrual suppression or contracept¡on (ie, medroxyprogesterone acetate or levonorgestrel-

releasing intrauterine device) during the study period.

Covariates

We a priori considered potential confounders hypothesized to be associated with our exposures and

outcomes of interest based on theory and prior research. Self-reported gender was ascertained on

each survey using a 2-step question that asked participants about their current gender and their sex

assigned at birth. lfa participant's self-reported gender changed across surveys, we used the gender

reported most frequently by a participânt (3 individuals identified as transmasculine at baseline and

as nonbinary on all follow"up surveys). We collected data on self-reported race and ethnicity

(available response options were Arab or Middle Eastern; Asian; Black or African American; Latinx;

Native American, American lndian, or Alaskan Native or Native Hawaiian; Pacific lslander; and White),

age, caregiver income, and insurance type. Race and ethnicity were assessed as potent¡al covariates

owing to known barriers to accessing gender-affirming care among transgender youth who are

members of minority racial and ethnic groups. For descriptive statistics, Asian and Pacific lslander

groups were combined owing to small population numbers. We included a baseline variable

reflecting receipt of ongoing mental health therapy other than for the purpose of a mental health

assessment to receive a gender dysphoria diagnosis. We included a self-report variable reflecting

whether youths felt their gender identity or expression was a source of tension with their parents or

guardians. Substance use included any alcohol, marijuana, or other drug use in the past year.

Resilience was measured by the Connor-Davidson Resilience Scale (CD-RISC) 10-item score

developed to measure change in an individual's state resilience over time.28 Resilience scores were

Dorvnloaded From: https://jâmanetrvork.com / on 04/ l5/2022
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dichotomized into high (ie, >median) and low (ie, .median). Prior studies of young adults in the US

reported mean CD-RlSC scores ranging from 272 to 3O.1.2e'3o

Statistical Analysis
We used generalized estimating equations to assess change in outcomes from baseline at each

follow-up point (eFigure 1 in the Supplement). We used a logit link function to estimate adjusted odds

ratio (aOR) for the association between variables and each mental health outcome. We initially

estimated bivariate associations between potential confounders and mental health outcomes.

Multivariable models included variables that were statistically significant in bivariate models. For all

outcomes and models, statistical significance was defined as 95% Cls that did not contain 1.00.

Reported Pvalues are based on 2-sided Wald test statistics.

Model 1 examined temporaltrends in mental health outcomes, with time (ie, baseline,3,6, and

12 months) modeled as a categorical variable. Model 2 estimated the assoc¡ation between receipt of

PBs or GAHs and mental health outcomes adjusted for temporal trends and potential confounders.

Receipt of PBs or GAHs was modeled as a composite binary time-varying exposure that compared

mean outcomes between participants who had initiated PBs or GAHs and those who had not across

all time points (eTable 2 in the Supplement). All models used an independent working correlation

structure and robust standard errors to account for the time-varying exposure variable.

We performed several sensitivity analyses. Because our data were from an observational

cohort, we first considered the degree to which they were sensitive to unmeasured confounding. To

do this, we calculated the E-value for the association between PBs or GAHs and mental health

outcomes in model 2. The E-value is defined as the minimum strength of association that a

confounder would need to have with both exposure and outcome to completely explain away their

association (eTable 4 in the Supplement).31 Second, we performed sensitivity analyses on several

subsets of youths. We separately examined the association of PBs and GAHs with outcomes of

interest, although we a priori did not ant¡cipate being powered to detect statistically significant

outcomes owing to our small sample size and the relatively low proportion of youths who accessed

PBs. We also conducted sensitivity analyses using the Patient Health Quest¡onnalre B-item scale

(PHQ-B), in which the PHQ-g quest¡on 9 regarding self-harm or suicidal thoughts was removed, given

that we analyzed this item as a separate outcome. Lastly, we restricted our analysis to minor youths

ages 13 to 17 years because they were subject to different laws and policies related to consent and

prerequisite mental health assessments. We used R statistical software version 3.6.2 (R Project for

Statistical Computing) to conduct all analyses. Data were analyzed from August 2O20 through

November 2021.

Results

A total of 169 youths were screened for eligibility during the study period, among whom 161 eligible

youths were approached. Nine youths or caregivers declined participation, and 39 youths did not

complete consent or assent or did not complete the baseline survey, leaving a sample of 113 youths

(7O.2%o of approåched youths). We excluded 9 youths aged younger than 13 years from the analysis

because they received different depression and anxiety screeners. Our final sample included 1O4

youths ages 13 to 20 years (mean [SD] age, l5.B [1.6] years). of these individuals, 84 youths (80.8%),

84 youths, and 65 youths (62.5%) completed surveys at 3, 6, and i2 months, respectively.

Our cohort included 63 transmasculine youths (60.6%),27 transfeminine youths (26.O%),10

nonbinary or gender fluid youths (9.6%), and 4 youths who responded "l don't know" or did not

respond to the gender identity question on all completed questionnaires (3.8%) (Table l). There

were 4 Asian or Pacific lslander youths (3.8%), 3 Black or African American youths (2.9%); 9 Latinx

youths (8.7%); 6 Native American, American lndian, or Alaskan Native or Native Hawaiian youths

(5.8%); 67 White youths (64.4%); and 9 youths who reported more than I race or ethnicity (8.7%).

Race and ethnicity data were missing for 6 youth (5.8%).
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Table 1. Participant Characteristics

Gender

Male or

(N " r04)

4 (3.8)

B (7.7t

2o (1s.2)

28 (26.9)

2o'(19.2)

Abbreviations: CD-Rl5C l0, Connor-Davidson l0-item

Resilience Scale; GAD-7, Generalized Anxiety Disorder

7-item scale; GAH, gender-affirming hormone; PB,

puberty blocker; PHQ-9 Pat¡ent Health Questionnaire 9-

¡tem scale.

" Avallable response options for race and ethnic¡ty

were Arab or Middle Eastern; Asian or Pac¡fic

lslander; Black or African American; Latinx; Native

American, American lndian, or Alaskan Native or

Native Hawaiian; Pacific lslander; and Wh¡te. Asian

and Pacific lslander groups were combined owing to

small population sizes.

b Self-reported receipt ever of PBs or GAHs at baseline

or through the end ofthe study perlod.

' lncludes androgen blockers received during the

study period; percentage is among 33 youths

assigned male sex at birth.
d lncludes pharmacological interventions for

menstrual suppression or contrâception received

during the study period: percentage is among 71

youths assigned female sex at birth.

Dorvnloaded From: https://jamanetlvork.com I on 04/1512022

February 25,2022 5113fi AMANetworkOpen.2Q22¡5(2)te22Q978.doi:10.100|/jamanetworl(open.2022.0978

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 203 of 349 PageID #: 4252



JAMANetworkOpen I Pediatrics Mental Health Outcomes ¡n Transgender and Nonbinãry Youths Receiving Gender-Affirming CaÍe

At baseline, 7 youths had ever received PBs or GAHs (including 1 youth who received PBs,4

youths who received GAHs, and 2 youths who received both PBs and GAHs). By the end of the study,

69 youths (66.3%) had received PBs or GAHs (including 50 youths who received GAHs only [48.1%],

5 youths who received PBs only 14.B%1, and14youths who received PBs and GAHs [13.5%]), while

35 youths had not received either PBs or GAHs (33.7%) (eTable 3 in the Supplement). Among 33

participants assigned male sex at birth, 17 individuals (5'l.5%) had received androgen blockers, and

among 7l part¡c¡pants assigned female sex at birth, 25 individuals (35.2%) had received menstrual

suppression or contraceptives by the end of the study.

A large proportion ofyouths reported depressive and anxious symptoms at baseline.

Specifically, 59 individuals (56.7%) had baseline PHQ-9 scores of 1O or more, suggesting moderate to

severe depression; there were 22 part¡cipants (21.2%) scoring in the moderate range, 11 participants

(10.6%) in the moderately severe range, and 26 participants (25.O%) in the severe range. Similarly,

half of participants had a GAD-7 score suggestive of moderate to severe anxiety at baseline (52

individuals I5O.O%1), including 2O participants (19.2%) scored in the moderate range, and 32

participants (30.8%) scored in the severe range. There were 45 youths (43.3%) who reported self-

harm or suicidal thoughts in the prior 2 weeks. At baseline, 65 youths (62.5%) were receiving

ongoing mental health therapy, 36 youths (34.6%) reported tension with their caregivers about their

gender identity or expression, and 34 youths (32,7Yo) reported any substance use in the prior year.

Lastly, we observed a wide range of resilience scores (median lrange], 22.5 [1-38], with higher scores

equaling more resiliency). There were no statistically significant differences in baseline

characteristics by gender.

ln bivariate models, substance use was associated with all mental health outcomes (Table 2).

Youths who reported any substance use were 4-fold as likely to have PHQ-9 scores of moderate to

severe depression (aOR, 4.38;95% Cl, 2.10-9.16) and 2-fold as likely to have GAD-7 scores of

moderate to severe anxiety (aOR, 2.O7; 95% Cl,1.04-4.11) or report thoughts of self-harm or suicide

in the prior 2 weeks (aOR, 2.06;95% Cl, 1.08-3.93). High resilience scores (ie, >median), compared

with low resilience scores (ie, <median), were associated with lower odds of moderate or severe

anxiety (aOR, O.5\95Yo Cl, 0.26-0.999).

There were no statistically significant temporal trends in the bivariate model or model 1 (Table 2

and Table 3). However, among all participants, odds of moderate to severe depression increased at

3 months of follow-up relative to baseline (aOR, 2.12; 95% Cl, O.9B-4.6O), which was not a significant

increase, and returned to baseline levels at months 6 and 12 (Figure) prior to adjusting for receipt of
PBs or GAHs.

We also examined the association between receipt of PBs or GAHs and mental health outcomes

in bivariate and multivariable models (eFigure 2 in the Supplement). After adjusting for temporal

trends and potential confounders (Table 4), we observed that youths who had initiated PBs or GAHs

had 6O% lower odds of moderate to severe depression (aOR, O.4O; 95% Cl, O.17-O.95) and73%

lower odds of self-harm or suicidal thoughts (aOR, O.27¡ 95%Cl,0.11-0.65) compared with youths

who had not yet ¡nitiated PBs or GAHs. There was no association between recelpt of PBs or GAHs and

moderate to severe anxiety (aOR, 1.Oi; 95% Cl, 0.41-2.51). After adjusting for t¡me-varying exposure

of PBs or GAHs in model 2 (Table 4), we observed statistically significant increases in moderate to

severe depression among youths who had not received PBs or GAHs by 3 months offollow-up (aOR,

3.22;95%Cl,1.37-756). A similar trend was observed for self-harm or suicidal thoughts among

youths who had not received PBs or GAHs by 6 months of follow-up (aOR, 2.76;95% Cl,1.22-6.26).

Lastly, we estimated E-values of 2.56 and 3.25 for the association between receiving PGs or GAHs

and moderate to severe depression and suicidality, respectively (eTable 4 in the Supplement).

Sensitivity analyses obtained comparable results and are presented in eTables 5 through B in the

Supplement.
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Table 2. Baseline Factors Associated With Mental Health Outcomes in Bivariate Models

Factor

ModerateorseveredeÞress¡on(PHQ-9110)" Moderateorsevereanx¡ety(GAD-7:10)b Anyself-harmorsuicidalthoughts'

aoR (95% Cl) P value â0R (95% cl) P vatue a0R (95% Cl) P vatue

PBs or GAH5

Time, mo

0 (basetine)

T2

Gender

Male or transgender male

, Femate or transqender female

Nonbinary or gender fluid

Race or eihnicity

Wh¡te

Member of minority race or ethnic aroupd

Age, y

13-15

16.T7

r,8-20

¡,llentåt he¿lth ¿nd substance use at b¿seline

Moderate or severe depression (PHQ-9 >10)

Moder¡te or sevcre anxiety (GAD-7 : I 0)

5elf-harnl or suicidaI thoughis

Rece¡ving nrental health ther¿Þy

Iension with careg¡vers about gender
identìty or expression

Any substance use

Resitience at b¿setine (CD-Rl5( t0 ì22.5)"

0.67 (0.31-r.34) .25 0.90 (0.49-1.66) 74

NA

.30

0.47 (0.26-0.86) .01

1 [Reference]

1.00 (0.49-2.06)

1.22 (0.64-2.34)

1.02 (0.41-2.s2)

I IReference]

1.96 (0.99-3.90)

1.01 (0.4ó-2.1e)

r.42 (0.5s-3.66)

NA

.05

.99

1 [Referenc€]

r.46 (0.77,2.97)

0.77 (0.39-1.52) .45

.89

NA

.07

.47 0.9s (0.43-2.06)

1 [Reference]

1.07 (0.s1-2.24)

2.40 (0.8t-6.87)

1 [Reference]

1.08 (0.s1-2.2S)

.87

.10

1 [Reference]

3.ts (0.92-10.8)

1.3s (8.67 -2.72) .40

1 [Reference]

1.20 (0.ss-2.64)

2.17 (0.73-6.47)

1 [Reference]

0.92 (0.53-1.61)

NA

.64

.16

NA

.77

.88

.27

<.001

.45

.13

.03

.38

I IReference]

.84 0.86 (0.4s-1.66)

1 [Reference] NA 1 [Reference]

1.91 (0.85-4.29) .12

L4.3 (7.31-27.9)

1.49 (0.73-3.06)

1 [Reference]

0.86 (0.44-1.68)

0.79 (0.36-1-74)

1.06 (0.50-2.24)

t.44 (0.76-2.72)

18.9 (10.4-34.1)

0.75 (0.36-1.56)

1.ss (0.88-2.74)

r.79 (0.82-3.88)

0.78 (o-24-2.s1)

27.2 (13.4-55.4)

4.90 (2.27- 10.6)

1.32 (0.6r-2.8s)

.14

.68

.25

.76

0.63 (0.29-1.39)

1.u (0.43-3.17)

<,001

<,001

.48

I 46 (0 69 3.08) 
- 

.32

1.93 (0_90-4.14) .09

0.6s (0.31-1.38)

1.06 (0.s2-2.1s)

4.38 (2.10-9.16) <.001 2.07 (1.04-4.11) .04 2.06 (1.08-3.93)

0.74 (0.39-i.44)0.8s (0.42'1.74) .67 0.51(0.26-1.00) .0s

Abbreviations: aOR, adjusted odds ratio; CD-RISC lO, Connor-Davidson'10-item

Resilience Scale; GAD-Z Generalized Anxiety D¡sorder 7-item scale; GAH, gender-

affirming hormone; NA, not applicable; PB, puberty blocker; PHQ-9, Patient Health

Questionnaire 9-item scale.

" Bivariate models are adjusted for baseline PHQ-9.

b Bivariate models are ¿djusted for baseline GAD-7

' Bivariate models are adjusted for self-harm or suicidal thoughts reported at baseline.

d Ow¡ng to small sample sizes, this group jncludes Asian or Pacific lslander: Black or

African Amer¡can; Latinx; and Native American, American lndian, Alaskan Native, or

Native Hawaiian youths and youths who reported more than I race or ethnicity.

" The median (range) CD-Rl5C score for the cohort was 22.5 (l-38).

Table 3. Temporal Trends ¡n Mental Health Outcomes in Multivar¡able Model 1"

Moderate or sev€re depress¡on (PHQ-9 :10) Moder¿te or severe anx¡ety (GAD-7 ì10) Any setf-harm or su¡c¡dal thoughts

Fâctor aOR {95% Cl) P value aoR (95% Cl) P vàlue aoR (95% Cl) P value

ïime, mo

0 (baseline)

3

6

72

MentaI health and substance use ãt baseline

Moderate or severe depression (PHQ-9 ¿ 10)

Moderate or severe anx¡ety (GAD-7 110)

Setf-harm or suicidat thouqhts

Any sub5tance use

Resil¡ence at Baseline (CD-RISC l0 222.5)b

1 [Reference]

2.12 (0.98-4.60)

0.99 (0.42-2.35)

r.27 (o.44-3.67)

18.s (8.44-40.5)

3.63 (1.83-7.19)

NA

3.3s (1.56-7.18)

NA

NA 1 [Reference] NA 1 [Reference]

0.99 (0.48-2.06)

r.22 (0.63-2.36)

0.98 (0.39-2.48)

NA

NA

19.9 (10.9-36.1)

2.07 (1.09-3.93)

NA

.98

.66

.29

.49

1.s0 (0.71-3.15)

0.78 (0.3S-1.59)

0.96 (0,43-2.1i)

NA

t2.4 (6.25-24.7)

NA

2.21 (1.09-4.49)

0.48 (0.24-0.9s)

<.001

<.001

NA

.002

NA

NA

<.001

.04

.03

NA

Abbreviations: aoR, adjusted odds rat¡o; CD-Rl5C 1o, Connor-Davidson l0'item
Resilience Scale; GAD-Z Generalized Anxiety Disorder 7-item scale; NA, not applicable;

PHQ-9, Patient Health Questionnaire 9-item scale.

" Model 1 includes categorical temporal variables (ie, months 3,6, and 12 relative to

baseline) and covariates that were statistically sign¡ficant in bivariate models (such that

95% CIs did not contain 1.00) (see Table 2). Covariates that were not s¡gnificant in

bivariate moclels are mârked NA.

b The median (range) CD-RlsC score for the cohort is 22.5 (l-38).
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Discussion

ln this prospective clinical cohort study of TNB youths, we observed high rates of moderate to severe

depression and anxiety, as well as suicidal thoughts. Receipt ofgender-affirming interventions,

specifically PBs or GAHs, was associated with 6O% lower odds of moderate to severe depressive

symptoms and 73% lower odds of self-harm or suicidal thoughts during the first year of

multidisciplinary gender care. Among youths who did not initiate PBs or GAHs, we observed that

depressive symptoms and suicidality were 2-fold to 3-fold higher than baseline levels at 3 and 6

months of follow-up, respectively. Our study results suggest that risl<s of depression and suicidality

Figure. Temporal Trends in Mental Health Outcomes

@ Moderate or severe depression (PHQ-9)
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a Model 1

a Model2

4

eo

o.4

4

0 t)
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Anxiety D¡sorder 7-item scale; PHQ-9, Patient Health

Questionnaire 9-item scale; whiskers, 95% Cls.
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may be mit¡gated with receipt of gender-affirming medications in the context of a multidisciplinary

care clinic over the relatively short time frame of 1 year.

Our findings are consistent with those of prior studies finding that TNB adolescents are at

increased risk of depression, anxiety, and suicidalityrJr'32 and studies finding long-term and short-

term improvements in mental health outcomes among TNB individuals who receive gender-affirming

medical interventions.ra'2r'2a 33 3a Surprisingly, we observed no association with anxiety scores. A

recent cohort study ofTNB youths in Dallas, Texas, found that total anxiety symptoms improved over

a longer follow-up of 11 to 1B months; however, similar to our study, the authors did not observe

statistically significant improvements in generalized anxiety.22 This suggests that anxiety symptoms

may take longer to improve after the initiation of gender-affirming care. ln addition, Olson et al3s

found that prepubertal TNB children who socially transitioned did not have increased rates of

depression symptoms but did have increased rates of anxiety symptoms compared with children

who were cisgender. Although social transition and access to gender-affirming medical care do not

always go hand in hand, it ¡s noteworthy that access to gender-affirming medical care and supported

social transition appear to be associated with decreased depression and suicidality more than anxiety

symptoms.

Time trends were not significant in our study; however, it is ¡mportant to note that we observed

a transient and nonsignificant worsening in mental health outcomes in the first several months of

care among all participants and that these outcomes subsequently returned to baseline by 12

months. This is consistent with findings from a 2O2O study36 in an academic medical center in the

northwestern US that observed no change in TNB adolescents' GAD-7 or PHQ-9 scores from intake to

first follow-up appointment, which occurred a mean of 4.7 months apart. Given that receipt of PBs

or GAHs was associated with protect¡on against depression and suicidality in our study, it could be

that delays in receipt of medications is associated with initially exacerbated mental health symptoms

that subsequently improve. lt is also possible that mental health improvements associated with

receiving these interventions may have a delayed onset, given the delay in physical changes after

starting GAHs.

Few of our hypothesized confounders were associated with mental health outcomes in th¡s

sample, most notably receipt of ongoing mental health therapy and caregiver support; however, this

Table 4. Association Between GAHs or PBs and Mental Health Outcomes in Multivariable Model 2"

Factor

Moderale or severe depress¡on (PHQ-9 >10) Moderate or severe anxiety {GAD-.7à10) Any self-harm or suir¡dat thoughts

a0R (95% cl) P válue ¿0R (9s% cl) P value aoR (9s% cl) P value

PBs or GAHs

Time, mo

0 (baieline)

3mo

6mo

12 mo

Mentat heatth & substance use at base[¡ne

Moderate or severe depress¡on (PHQ-9 110)

Moderate o¡ severe ãnx¡ety (6AD-7 à 10)

Self-h¿rm or suic¡dat thoughts

Any substance use

Rcsit¡encc ¿t b¿seline ((D-Rl5t 10 122.5)b

0.40 (0.17-0.9s)

1 [Reference]

3.22 (t.37-1 .56)

r.77 (0.72-4.37)

2.71 (0.82-8.95)

19.4 (8.64-43.4)

3.82 (r.87-7.82)

NA

3.20 (1.49-6.84)

NA

1.0r (0.41-2.51) .98 0.27 (0.11-0.65) .003

NA

.37

-61

.93

1 lReference]

1,77 (0.76-4.13,

2.76 (1.22-6.26)

2.93 (0.83- 10.4)

NA

.19

.02

.10

NA

NA

<.001

.03

NA

<.001

<.001

NA

.003

NA

NA

12.4 (6.25-24.7)

NA

2.21 (1.09-4.50)

0.48 (0.24-0.95)

NA

NA

i¡.g (rz.s-++.s)

2.00 (1.08-3.73)

NA

NA

<,001

NA

.03

.04

Abbreviations: aOR, adjusted odds ratio; CD-RISC 10, ConnorDavidson 10-item

Resil¡ence Scale; GAD-Z Generalized Anxiety Disorder 7'item scale; GAH, gender'

affirming hormone; NA, not applicable; PB, puberty blocker; PHQ-9. Patient Health

Questionnaire f -item scale.

' Model 2 includes a time-varying exposure variable measuring the receipt of PBs or

GAHs adjusted for temporal trend (ie, categorical variable for months 3, 6, and l2

relative to baseline) and covariates that were statist¡cally significant in the bivariate

models (such that 95% Cls did not contain 1.0O) (see Table 2). The unadjusted bivariate

assoc¡ations between PBs or GAHs and mental health outcomes are reported in

Table 2. Covariates that were not s¡gnificant ¡n bivâriate models are marl(ed NA.

b The median (range) CD-RISC score for the cohort is 22.5 (l-38).
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is not surprising given that these variables were colinear with baseline mental health, which we

adjusted for in all models. Substance use was the only variable associated with all mental health

outcomes. ln addition, youths with high baseline resilience scores were half as likely to experience

moderate to severe anxiety as those with low scores. This finding suggests that substance use and

resilience may be additional modifiable factors that could be addressed through multidisciplinary

gender-affirming care. We recommend more granular assessment of substance use and resilience to

better understand support needs (for substance use) and effective support strategies (for resilience)

for TNB youths in future research.

This study has a number ofstrengths. This is one ofthe first stud¡es to quantify a short-term

transient increase in depressive symptoms experienced by TNB youths after in¡tiating gender-

affirming care, a phenomenon observed clinically by some of the authors and described in qualitative

research.3T Although we are unable to mal<e causal statements owing to the observational design of

the study, the strength of associations between gender-affirming medications and depression and

suicidality, with large aOR values, and sensitivity analyses that suggest that these findings are robust

to moderate levels of unmeasured confounding. Specifically, E-values calculated for this study

suggest that the observed associations could be explained away only by an unmeasured confounder

that was assoc¡ated with both PBs and GAHs and the outcomes of interest by a risk ratio of 2-fold to

3-fold each, above and beyond the measured confounders, but that weaker confound¡ng could not

do so.3l

Limitations
Our findings should be interpreted ¡n light of the following limitations. This was a clinical sample of

TNB youths, and there was likely selection bias toward youths with supportive caregivers who had

resources to access a gender-affirming care clinic. Family support and access to care are associated

with protection against poor mental health outcomes, and thus actual rates ofdepression, anxiety,

and suicidality in nonclinical samples of TNB youths may differ. Youths who are unable to access

gender-affirming care owing to a lack of family support or resources require particular emphasis in

future research and advocacy. Our sample also primarily included White and transmasculine youths,

limiting the generalizability of our findings. ln addition, the need to reapproach participants for

consent and assent for the 12-month survey likely contributed to attrition at this time point. There

may also be residual confounding because we were unable to include a variable reflecting receipt of

psychotropic medications that could be associated with depression, anxiety, and self-harm and

suicidal thought outcomes. Additionally, we used symptom-based measures of depression, anxiety,

and suicidality; further studies should include diagnostic evaluations by mental health practitioners

to tracl( depression, anxiety, gender dysphoria, suicidal ideation, and suicide attempts during

gender care.2

Conclusions

Our study provides quantitative evidence that access to PBs or GAHs in a multidisciplinary gender-

affirming setting was associated with mental health improvements among TNB youths over a

relatively short time frame of I year. The associations with the highest aORs were with decreased

suicidality, which is important given the mental health disparities experienced by this population,

particularly the high levels of self-harm and suicide. Our findings have important policy implications

suggesting that the recent wave of legislation restricting access to gender-affirming carele may have

significant negative outcomes in the well-being of TNB youths.20 Beyond the need to address

antitransgender legislation, there is an additional need for medical systems and insurance providers

to decrease barriers and expand access to gender-affirming care.
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Purpose and Use of the Standards of Care

The World Professional Association for Transgender Health (WPATH)r is an international,

multidisciplinary, professional association whose mission is to promote evidence-based care,

education, research, advocacy, public policy, and respect in transsexual and transgender health.

The vision of WPATH is a world wherein transsexual, transgender, and gender-nonconforming

people benefit from access to evidence-based health care, social services, justice, and equality.

One of the main functions of IVPATH is to promote the highest standards of health care for

individuals through the articulation of Standards of Care (SOC) for the Health of Transsexual,

Transgender, and Gender Nonconforming People. The SOC are based on the best available science

and expert professional consensus.rr Most of the research and experience in thrs field comes from

a North American and Western European perspective; thus, adaptations of the SOCto other parts

of the world are necessary. Suggestions for ways of thinkìng about cultural relativity and cultural

competence are included in this version of the SOC.

The overall goal of the SOC is to provide clinical guidance for health professionals to assìst

transsexual, transgender, and gender-nonconforming people with safe and effective pathways to

achieving lasting personal comfort wìth their gendered selves, in order to maximize their overall

health, psychological well-being, and self-fulfillment. This assistance may include primary care,

gynecologic and urologic care, reproductive options, voice and communication therapy, mental

health services (e.g., assessment, counseling, psychotherapy) , and hormonal and surgical

treatments. llhile this ìs primarily a document for health professionals, the SOC may also be

used by individuals, therr families, and social institutions to understand how they can assist with

promoting optimal health for members of this diverse population.

!IPATH recognizes that health is dependent upon not only good clinical care but also social and

politìcalclimates that provide and ensure socialtolerance, equality, and the full rights of citizenship.

Health is promoted through public policies and legal reforms that promote tolerance and equity

I Forr¡crlv lhe Harry Btnjanrin lnLer¡'¡aiional Cencler Dysphoria AssociaLrorr

l'/orld Pro[tss, iotr;r l Âs"l,t i¡liort íbr'Ti¿¡rr stLt:rtrii:t ii i:irl r i r
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for gender and sexual diversity and that eliminate prejudice, discrimination, and stigma. !IPATH is

committed to advocacy for these changes in public policies and legal reforms.

The Standards of Care Are Flexible Clinical Cuidelines

The SOC are intended to be flexible in order to meet the diverse health care needs of transsexual,

transgender, and gender-nonconforming people.lVhile flexible, they offer standards for promoting

optimal health care and guiding the treatment of people experiencing gender dysphoria-broadly

defined as discomfort or distress that is caused by a discrepancy between a person's gender

identity and that person's sex assigned at birth (and the associated gender role and/or primary and

secondary sex characteristics) (Fisk, 1974; l(nudson, De Cuypere, & Bockting,20l0b).

As in all previous versions of the SOC, the criteria put forth in this document for hormone therapy

and surgicaltreatments for gender dysphoria are clinical guidelines; individual health professionals

and programs may modify them. Clinical departures from the SOC may come about because of a

patient's unique anatomic, social, or psychological situation; an experienced health professional's

evolving method of handling a common situation; a research protocol; lack of resources ìn various

parts of the world; or the need for specific harm-reduction strategies, These departures should

be recognized as such, explained to the patient, and documented through informed consent for

quality patient care and legal protection. This documentation is also valuable for the accumulation

of new data, which can be retrospectively examined to allow for health care-and the SOC-to
evolve.

The SOC articulate standards of care but also acknowledge the role of making informed choices

and the value of harm-reduction approaches. ln additìon, this version of the SOC recognizes and

validates various expressions of gender that may not necessitate psycho logical, hormo nal, or s u rgical

treatments. Some patients who present for care will have made significant self-directed progress

towards gender role changes, transition, or other resolutions regarding their gender identity or

genderdysphoria. Other patients will require more intensive services. Health professionals can use

the SOCto help patients considerthe full range of health services open to them, in accordancewith

their clinical needs and goals for gender expression.

2.
\:.rulrl ljrcír'r;r;ìorir;l Ä:;scr<i¿lliorr írir'Ìirn:,11r:lclr:r i.ir';¡lilr
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Global Applicability of the Súø ndards of Care

While the SOC are intended for worldwide use, WPATH acknowledges that much of the recorded

clinical experience and knowledge in this area of health care is derived from North American

and lVestern European sources. From place to place, both across and within nations, there are

differences in all of the following: social attitudes towards transsexual, transgender, and gender-

nonconforming people; constructions of gender roles and ìdentities; language used to describe

different gender identities; epidemiology of gender dysphoria; access to and cost of treatment;

therapies offered; number and type of professionals who provide care; and legal and policy issues

related to this area of health care (Winter,2009).

It is impossible for the 5OC to reflect all of these dìfferences. ln applying these standards to other

cultural contexts, health professionals must be sensitive to these differences and adapt the SOC

according to local realities. For example, in a number of cultures, gender-nonconforming people

are found in such numbers and living in such ways as to make them highly socially visible (Peletz,

2006). ln settings such as these, it is common for people to initiate a change in their gender

expression and physical characteristics while in their teens or even earlier. Many grow up and live

in a social, cultural, and even linguistic context quite unlike that of Western cultures. Yet almost

all experience prejudice (Peletz, 2006; Winter,2009).ln many cultures, social stigma towards

gender nonconformity is widespread and gender roles are highly prescriptive (Winter et al., 2009).

Cender-nonconforming people in these settings are forced to be hidden and, therefore, may lack

opportunities for adequate health care (Winter, 2009).

The SOC are not intended to limit efforts to provide the best available care to all individuals.

Health professionals throughout the world-even in areas with limited resources and training

opportunities-can apply the many core principles that undergird the SOC. These principles

include the following: Exhibit respect for patients with nonconforming gender identities (do not

pathologize differences in gender identity or expression); provide care (or refer to knowledgeable

colleagues) that affirms patients'gender identities and reduces the distress of gender dysphoria,

when present; become knowledgeable aboutthe health care needs oftranssexual, transgender, and

gender-nonconforming people, including the benefits and risks oltreatment options for gender

dysphoria; match the treatment approach to the specific needs of patients, particularly their goals

for gender expression and need for relief from gender dysphoria; facilitate access to appropriate

care; seek patients'informed consent before providing treatment; offer continuity of care; and be

prepared to support and advocate for patients within their families and communities (schools,

worl<places, and other settings).

\,',i ¡lli lrrr,iir:,sion;rl l.i;tilr ir¡iir-,¡tiol ll;:r:sitct:lilt il¡:lrlii, j
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Terminology is culture- and time-dependent and is rapidly evolving. lt is important to use respectful

language in different places and times, and amongdifferent people. As the SOCaretranslated into

other languages, great care must be taken to ensure that the meanings of terms are accurately

translated. Terminology in English may not be easily translated into other languages, and vice versa.

Some languages do not have equivalent words to describe the various terms within this document;

hence, translators should be cognizant of the underlying goals of treatment and articulate culturally

applicable guidance for reaching those goals.

The Difference Between Gender
Nonconformity and Gender Dysphoria

Be i n g Tra n s sexu a l, Tra n s ge n d e r, o r C en d e r- N o nco nfo rm i n g

ls a Matter of Diversity, Not Pathology

WPATH released a statement in May 2010 urging the de-psychopathologization of gender

nonconformity worldwide (WPATH Board of Directors, 2010). This statement noted that "the

expression of gender characteristics, including identities, that are not stereotypically associated

with one's assigned sex at birth is a common and culturally diverse human phenomenon [that]
should not be judged as inherently pathological or negative,"

Unfortunately, there is stigma attached to gender nonconformity in many societies around the

world. Such stigma can lead to prejudice and discrimination, resulting in "minority stress" (1. H.

Meyer,2003). N/linority stress is unique (additive to general stressors experienced by all people),

socially based, and chronic, and may make transsexual, transgender, and gender-nonconforming

individuals more vulnerable to developing mental health concerns such as anxiety and depression

(lnstitute of lvledicine, 20ll). ln addition to prejudice and discrimination in society at large, stigma

can contribute to abuse and neglect in one's relationships with peers and family members, which

in turn can lead to psychological distress. However, these symptoms are socially induced and are

not inherent to being transsexual, transgender, or gender"nonconforming.

l¡ \),r,rrld l)rc1r::r,ìoral 1,,s.;o<iatiorr íìrr'ir;rrri;i1r:irde r i=c¡iitli
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Cender Nonconformity ls Not the Same as Cender Dysphoria

Cender nonconþrmity refers to the extent to which a person's gender identity, role, or expression

differs from the cultural norms prescribed for people of a particular sex (lnstitute of Medicine,

20ll). 1ender dysphoria refers to discomfort or distress that is caused by a discrepancy between

a person's gender identity and that person's sex assigned at birth (and the associated gender role

andlor primary and secondary sex characteristics) (Fisk, ì974; l(nudson, De Cuypere, & Bockting,

20lOb). Only some gender-nonconforming people experience gender dysphoria al some point in

their lives.

Treatment is available to assìst people with such distress to explore their gender identity and find a

gender role that is comfortable for them (Bockting & Coldberg, 2006). Treatment is individualized:

What helps one person alleviate gender dysphoria might be very different from what helps

another person. This process may or may not involve a change in gender expression or body

modifications. Medical treatment options include, for example, feminization or masculinization

of the body through hormone therapy andlor surgery, which are effective in alleviating gender

dysphoria and are medically necessary for many people. Cender identities and expressions are

diverse, and hormones and surgery are just two of many options available to assist people with

achieving comfort with self and identity.

Cender dysphoria can in large part be alleviated through treatment (lVlurad et a1.,2010). Hence,

while transsexual, transgender, and gender-nonconforming people may experience gender

dysphoria at some poìnts in their lives, many indìviduals who receive treatment will find a gender

role and expression that is comfortable for them, even if these differ from those associated with

their sex assigned at birth, or from prevailing gender norms and expectations.

Diagnoses Related to Cender Dysphoria

Some people experience gender dysphoria at such a level that the distress meets criteri a for a

formaldiagnosis that might be classified as a mentaldisorder. Such a diagnosis is not a license for

stigmatization or for the deprivatìon of civil and human rights. Existing classification systems such

as the Diagnostic Statistical Manual of Mental Disorders (DSM) (American Psychiatric Association,

2000) and the lnternational Classifcation of Diseases (/CD) (\lorld Health Organizalion, 2007)

define hundreds of mental disorders that vary in onset, duration, pathogenesis, functional disability,

and treatability. All of these systems attempt to classify clusters of symptoms and conditions, not

the individuals themselves. A disorder is a description of something with which a person might

struggle, not a description of the person or the person's identity.

\¡,iorlil Prlli'ssicri;,ri fr:i"i.r(lriic,il lot li;:rtsltct:l.jlr i'1r:irllli 't
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Thus, transsexual, transgender, and gender-nonconforming individuals are not inherently

disordered. Rather, the distress of gender dysphoria, when present, is the concern that might be

diagnosable andforwhichvarioustreatmentoptionsareavailable.Theexistenceofadiagnosisfor

such dysphoria often facilìtates access to health care and can guide further research into effective

treatments.

Research is leading to new diagnostic nomenclatures, and terms are changing in both the DSM

(Cohen-Ketten¡s & Pfäfflin,20l0; Knudson, De Cuypere, & Bockting,20l0b; Meyer Bahlburg,2010;

Zucker,20ì0) and the /CD. For this reason, familiar terms are employed in the SOC and definitions

are provided for terms that may be emerging, Health professionals should refer to the most current

diagnostic crlteria and appropriate codes to apply in their practice areas.

Ë\ fË\lEV

Epidem iologic Considerations

Formal epidemiologic studies on the incidencerrr and prevalencerv of transsexualism specifically or

transgender and gender-nonconforming identities in general have not been conducted, and efforts to

achieve realisttc estimates arefraughlwith enormous difficulties (lnstitute of lVedicine, 2011;Zucl<er

& Lawrence,2009). Even if epidemiologic studies established that a similar proportion of transsexual,

transgender, or gender-nonconforming people existed all over the world, it is likely that cultural

differences from one country to another would alter both the behavioral expressions of different

gender identities and the extent to which gender dysphoria-distinct from one's gender identity-is

actually occurring in a population. While in most countries, crossing normative gender boundaries

generates moral censure rather than compassion, there are examples in certain cultures of gender-

nonconforming behaviors (e,g., in spiritual leaders) that are less stigmatized and even revered

(Besnier, 1994; Bolin, 19BB; Chiñas, 1995; Coleman, Colgan, & Cooren, 1992; Costa & lVatzner,

2007; Jackson & Sullivan, 
'1999; Nanda, 1998; Taywaditep, Coleman, & Dumronggittigule, 1997).

For various reasons, researchers who have studied incidence and prevalence have tended to focus

on the most easily counted subgroup of gender-nonconformìng individuals: transsexual individuals

who experience gender dysphoria and who present for gender-transition-related care at specialist

gender clinics (Zucker & Lawrence,2009). Most studies have been conducted in European

countries such as Sweden (!lålindeç 1968, l97l), the United l(ingdom (Hoenig & Kenna, 1974),

lll incidence-lhe rrunlbcr of new cascs arising in a givr:n pcriod (c 9., a yr:er)

lV prevalence-lhc nurnber olrndi'yrduals haviirg a condil cn, divrclcd by llic nunrbcr o1'¡rr:oplc Ìn thc qcncral poprriili ci

{
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the Netherlands (Bakker, Van l(esteren, Cooren, & Bezemer, l993; Eklund, Cooren, & Bezemer,

1988; van Kesteren, Cooren, & Megens, ì996), Cermany (Weitze & Osburg, ì996), and Belgium

(De Cuypere et al., 2007). One was conducted in Singapore (Tsoi, ì 988).

De Cuypere and colleagues (2007) reviewed such studies, as wellas conducted their own. Together,

those studies span 39 years. Leaving aside two outlier findings from Pauly in 1965 and Tsoi in l9BB,

ten studies involving eight countries remain. The prevalence figures reported in these ten studies

rangefrom l:11,900 to l:45,000 for male-to-female individuals (MtF) and l:30,400 to l:200,000

for female-to-male (FtM) individuals. Some scholars have suggested that the prevalence is much

higher, dependingon the methodology used in the research (e.9., Olyslager&Conway,2007).

Directcomparisons across studies are impossible, as each differed in theirdata collection methods

and in their criteria for documenting a person as transsexual (e.g., whether or not a person had

undergone genital reconstruction, versus had initiated hormone therap¡ versus had come to the

clinic seeking medically supervised transition services). The trend appears to be towards higher

prevalence rates in the more recent studies, possibly indicating increasing numbers of people

seeking clinical care. Support for this interpretation comes from research by Reed and colleagues

(2009), who reported a doubling of the numbers of people accessing care at gender clinics in the

United l(ingdom every five or six years. Similarly, Zucker and colleagues (2008) reported a four- to

five-fold increase in child and adolescent referrals to their Toronto, Canada clinic over a 30-year

period.

The numbers yielded by studies such as these can be considered minimum estimates at best. The

published figures are mostly derived from clinics where patients met criteria for severe gender

dysphoria and had access to health care at those clinics. These estimates do not take into account

that treatments offered in a particular clinic setting might not be perceived as affordable, useful, or

acceptable by all self-identified gender dysphoric individuals in a given area. By counting only those

people who present at clinics for a specific type of treatment, an unspecified number of gender

dysphoric ìndividuals are overlooked.

Other clinical observations (not yet firmly supported by systematic study) support the likelihood of a

higher prevalence of gender dysphoria: (i) Previously unrecognized gender dysphoria is occasionally

diagnosed when patients are seen with anxiety, depression, conduct disorder, substance abuse,

dissociative identity disorders, borderline personality disorder, sexual disorders, and disorders of
sex development (Cole, O'Boyle, Emory, & Meyer lll, 1997). (ii) Some crossdressers, drag queens/

kìngs or female/male impersonators, and gay and lesbian individuals may be experiencing gender

dysphoria (Bullough & Bullough, 1993). (iii) The intensity of some people's gender dysphoria

fluctuates below and above a clinicalthreshold (Docter, lgBB). (iv) Cender nonconformity among

FtM individuals tends to be relatively invisible in many cultures, particularly to Western health

\krr ld Prr.rkrssirrn¡ i Assoc ialiotr lìrr'li ;irr s,lnrcier l i t'rl i l l 7
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professionals and researchers who have conducted most of the studies on which the current

estimates of prevalence and incìdence are based (ìVinter, 2009).

Overall, the existing data should be considered a starting point, and health care would benefit from

more rigorous epidemiologic study in different locations worldwide.

\f
V

Overview of Therapeutic Approaches for
Gender Dysphoria

Advancements in the l(nowledge and

Treatment of Cender Dysphoria

ln the second half of the 20th century, awareness of the phenomenon of genderdysphoria increased

when health professionals began to provide assistance to alleviate gender dysphoria by supporting

changes in primary and secondary sex characteristics through hormone therapy and surgery, along

wrth a change in gender role. Although Harry Benjamin already acknowledged a spectrum of gender

nonconformity (Benjamin, 1966), the initial clinical approach largely focused on identifying who

was an appropriate candidate for sex reassignment to facilitate a physical change from male to

female or female to male as completely as possible (e,g., Creen & Fleming, ì990; Hastings,1974),

This approach was extensively evaluated and proved to be highly effective. Satisfaction rates across

studies rangedfromST%o of MtF patients lo97%o of Ftlvl patients (Creen & Fleming, 1990), and

regrets were extremely rare (1-1.5% of N/tF patients and <l% of FtM patients; Pfäfflin, 1993).

lndeed, hormone therapy and surgery have been found to be medically necessary to alleviate gender

dysphorìa in many people (American Medical Association, 2008; Anton ,2009', World Professional

Association for Transgender Health, 2008).

As the field matured, health professionals recognized that while many individuals need both

hormone therapy and surgery to alleviate their gender dysphoria, others need only one of these

treatment optìons and some need neither (Bockting & Coldberg, 2006; Bockting,2008, Lev, 2004).

Often with the help of psychotherapy, some individuals integrate their trans- or cross-gender

feelings into the gender role they were assigned at birth and do not feel the need to feminize or

masculinize their body. For others, changes in gender role and expression are sufficient to alleviate

l¡ r.'.ir.rr lrl Prr:li.:,r;i,rrilri /\r;.;r,t iriior¡ írir ìr;r,r,,tir:lttJ¡l- | tr:;rl1.lr
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gender dysphoria. Some patients may need hormones, a possible change in gender role, but not

surgery; others may need a change in gender role along with surgery, but not hormones. ln other

words, treatment for gender dysphoria has become more individualized.

As a generation of transsexual, transgender, and gender-nonconforming individuals has come of
age-many of whom have benefitted from different therapeutic approaches-they have become

more visible as a community and demonstrated considerable diversity in their gender ìdentities,

roles, and expressions. Some individuals describe themselves not as gender-nonconforming but as

unambiguously cross-sexed (i.e., as a member of the other sex; Bockting, 2008). Other individuals

affirm their unique gender identity and no longer consider themselves to be either male or female

(Bornstein, 1994; l(imberly, 1997; Stone, ì991;Warren, 1993). lnstead, they may descrìbe their

gender identity in specific terms such as transgender, bigender, or genderqueer, affirming their

unique experiences that may transcend a malef female binary understanding of gender (Bockting,

2008; Ekins & l(ing, 2006; Nestle, Wilchins, & Howell, 2002). They may not experience their process

of identity affirmation as a "transition," because they never fully embraced the gender role they were

assigned at birth or because they actualize their gender identity, role, and expression in a way that

does not involve a change from one gender role to another. For example, some youth identìfying as

genderqueer have always experienced their gender identity and role as such (genderqueer) . Creater

public visibility and awareness of gender diversity (Feinberg, ì996) has further expanded options

for people with gender dysphoria to actualize an identity and find a gender role and expression that

are comfortable for them.

Health professionals can assist gender dysphoric individuals with affirming their gender identity,

exploring different options for expression of that identity, and making decisions about medical

treatment options for alleviating gender dysphoria.

Options for Psychological and Medical
Treatment of Cender Dysphoría

For individuals seeking carefor gender dysphoria, a variety oftherapeutic options can be considered.

The number and type of interventions applied and the order in which these take place may differ

from person to person (e.g., Bockting, Knudson, & Coldberg,2006; Bolin, ì994; Rachlin, 1999;

Rachlin, Creen, & Lombardi,200B; Rachlin, Hansbury, & Pardo,20l0). Treatment options include

the following:

Changes in gender expression and role (which may involve living part time or full time in

another gender role, consistent with one's gender identity) ;

ø
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Surgery to change primary andf or secondary sex characteristics (e.g., breasts/chest, external

andlor internal genitalia, facial features, body contouring);

Psychotherapy (individual, couple, family, or group) for purposes such as exploring gender

identity, role, and expression; addressing the negative impact of gender dysphoria and stigma

on mental health; alleviating internalized transphobia; enhancing social and peer support;

improving body image; or promoting resilience.

Options for Social Support and Changes in Cender Expression

ln addition (or as an alternative) to the psychological- and medical-treatment options described

above, other options can be considered to help alleviate gender dysphoria, for example:

ln-person and online peer support resources, groups, or community organizations that provide

avenues for social support and advocacy;

ln-person and online support resources for families and friends;

" Voice and communication therapy to help individuals develop verbal and non-verbal

communication skills that facilitate comfort with their gender identity;

Hair removal through electrolysis, laser treatment, or waxing;

Breast binding or padding, genitaltucking or penile prostheses, padding of hips or buttocks;

Changes in name and gender marker on identity documents.

VE
Assessment and Treatment of Children and

Adolescents ìt/ith Gender Dysphoria

There are a number of differences in the phenomenology, developmental course, and treatment

approaches for gender dysphoria in children, adolescents, and adults. ln children and adolescents,

a rapid and dramatic developmental process (physical, psychological, and sexual) is involved and

\!,io r l d P role l s ì qr r i ;r i /ì s r, o c i ¿; L i er r r íl r Tr ;r ir s rlc. n cl ir r l.j e ¡ l L I r
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there ìs greater fluidity and variability in outcomes, particularly in prepubertal children. Accordingly,

this section of the SOC offers specific clinical guidelines for the assessment and treatment of

gender dysphoric children and adolescents.

Differences Between Children and

Adolescents with Cender Dysphoria

An important difference between gender dysphoric children and adolescents is in the proportion for

whom dysphoria persists into adulthood. Cender dysphoria during childhood does not inevitably

continue into adulthood.v Rather, in follow-up studìes of prepubertal children (mainly boys) who

were referred to clinìcs for assessment of gender dysphoria, the dysphoria persisted into adulthood

for only 6-23% of children (Cohen-l(ettenis, 2001;Zucker & Bradley, 1995). Boys in these studies

were more likely to identify as gay in adulthood than as transgender (Creen, 1987; fVoney & Russo,

1979;Tucker & Bradley, )995,7uger, ì984). Newer studies, also including gìrls, showed a12-27%

persistence rate of gender dysphoria into adulthood (Drummond, Bradley, Peterson-Badali, &

Zucker, 2008; Wal I ien & Cohen- Ketten is, 2008).

ln contrast, the persistence of gender dysphoria into adulthood appears to be much higher for

adolescents. No formal prospective studies exist. However, in a follow-up study of 70 adolescents

who were diagnosed with gender dysphoria and given puberty-suppressing hormones, all continued

with actual sex reassignment, beginning with feminizingf masculinizing hormone therapy (de Vries,

Steensma, Doreleijers, & Cohen-Kettenis, 201 0).

Another difference between gender dysphoric children and adolescents is in the sex ratios for each

age group.ln clinically referred, gender dysphoric children under age 12, the male/female ratio

ranges from 6:l to 3:l (Zucker,2004).ln clinically referred, gender dysphoric adolescents older

thanagel2,themale/femaleratioìsclosetoì:l (Cohen-Kettenis&Pfäfflin,2003).

As discussed in section lV and by Zucker and Lawrence (2009), formal epidemiologic studies

on gender dysphoria-in children, adolescents, and adults-are lacking. Additional research is

needed to refine estimates of its prevalence and persistence in different populations worldwide,

gcndcr ci',,sphoria anrJ a nc-cd fbr irt'alrrreril. As describcd in scction llì, gender dysphorla s r¡ol synon)'r¡ous v.rilh drvcrsity irr

r:e ncJer c>,prcssron.
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Phenomenology in Children

Children as young as age two may show features that could indicate gender dysphoria. They may

express a wish to be ofthe other sex and be unhappy about their physical sex characteristics and

functions. ln addition, they may prefer clothes, toys, and games that are commonly associated

with the other sex and prefer playing with other-sex peers. There appears to be heterogeneity in

these features: Some children demonstrate extremely gender-nonconforming behavior and wishes,

accompanied by persistent and severe discomfort with their primary sex characteristics. ln other

children, these characteristics are less intense or only partially present (Cohen-Kettenis et al., 2006;

l(nudson, De Cuypere, & Bockting, 2010a).

It is relatively common for gender dysphoric children to have coexisting internalizing disorders

such as anxiety and depression (Cohen-Kettenis, Owen, l(aijser, Bradley, & Zucker,2003; Wallien,

Swaab, & Cohen-l(ettenis, 2007; Zucl<er, Owen, Bradley, & Ameeriar, 2002). The prevalence

of autism spectrum disorders seems to be higher in clinically referred, gender dysphoric children

than in the general population (de Vries, Noens, Cohen-l(ettenis, van Berckelaer-Onnes, &

Doreleijers, 201 0).

Phenomenology in Adolescents

ln most children, gender dysphoria will disappear before, or early in, puberty. However, in some

children these feelings will intensify and body aversion will develop or increase as they become

adolescents and their secondary sex characterlstics develop (Cohen-l(ettenis, 2001;Cohen-l(ettenis

& Pfäfflin, 2OO3; Drummond et al., 2008; Wallien & Cohen-l(ettenis, 2008; Zucl<er & Bradley, ì995).

Data from one study suggest that more extreme gender nonconformity in childhood is associated

with persistence of gender dysphoria into late adolescence and early adulthood (Wallien & Cohen-

l(ettenis, 2008). Yet many adolescents and adults presenting with gender dysphoria do not report

a history of childhood gender-nonconforming behaviors (Docter, 'l988; Landén, Wålinder, &

Lu nd ström, I 998). Therefore, it may come as a su rprise to others (parents, other fam ily mem bers,

friends, and community members) when a youth's gender dysphoria first becomes evident in

adolescence.

Adolescents who experience their primary andfor secondary sex characteristics and their sex

assigned at birth as inconsistent with their gender identity may be intensely distressed about it.

N/any, but not all, gender dysphoric adolescents have a strong wish for hormones and surgery.

lncreasìng numbers of adolescents have already started living in their desired gender role upon

entering high school (Cohen-l(ettenis & Ptafflin,2003).
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Among adolescents who are referred to gender identity clinics, the number considered eligible for

early medical treatment-starting with CnRH analogues to suppress puberty in the first Tanner

stages-differs among countrìes and centers. Not all clinics offer puberty suppression. lf such

treatment is offered, the pubertal stage at which adolescents are allowed to start varies from

Tanner slage 2 to stage 4 (Delemarre-van de lfaal & Cohen-l(ettenis, 2006; Zucker el a|.,2012).

The percentages of treated adolescents are likely influenced by the organization of health care,

insurance aspects, cultural differences, opinions of health professionals, and diagnostic procedures

offered in dìlferent setl"ings.

lnexperienced clinicians may mistake indications of gender dysphoria for delusions.

Phenomenologically, there is a qualitative difference between the presentation of gender dysphoria

and the presentation of delusions or other psychotic symptoms. The vast majority of children and

adolescents with gender dysphoria are not suffering from underlying severe psychiatric illness such

as psychotic disorders (Steensma, Bìemond, de Boer, & Cohen-Kettenis, published online ahead

of print )anuary 7 , 2011).

It is more common for adolescents with gender dysphoria to have coexisting internalizing

disorders such as anxiety and depression, andf or externalizing disorders such as oppositional

defiant disorder (de Vrìes et al., 2010). As in children, there seems to be a higher prevalence of

autistic spectrum disorders in clinically referred, gender dysphoric adolescents than in the general

adolescent population (de Vries et al., 2010).

Competency of Mental Health Professionals Vlorking
w¡th Children or Adolescents with Cender Dysphoria

The followingarerecommended minimum credentials for mental health professionals who assess,

refer, and offer therapy to children and adolescents presenting with gender dysphoria:

l. lVeet the competency requirements for mental health professionals working with adults, as

outlined in section Vll;

2. frained in childhood and adolescent developmental psychopathology;

3. Competent in diagnosing and treating the ordinary problems of children and adolescents

',Vc, 
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Roles of Mental Health Professionals Working with
Children and Adolescents with Cender Dysphoria

The roles of mental health professionals working with gender dysphoric children and adolescents

may include the lollowing:

l. Directly assess gender dysphoria in children and adolescents (see general guidelines for

assessment, below) .

2. Provide family counseling and supportive psychotherapy to assist children and adolescents

with exploring their gender identity, alleviating dìstress related to their gender dysphoria, and

ameliorating any other psychosocial difficulties.

3. Assess and treat any coexisting mental health concerns of children or adolescents (or refer to

another mental health professional fortreatment) . Such concerns should be addressed as part

of the overall treatment plan.

4. Refer adolescents for additional physical interventions (such as puberty-suppressing

hormones) to alleviate gender dysphoria. The referral should include documentation of an

assessment of gender dysphoria and mental health, the adolescent's eligibility for physical

interventions (outlined below) , the mental health professional's relevant expertise, and any

other information pertinent to the youth's health and referral for specific treatments.

5, Educate and advocate on behalf of gender dysphoric children, adolescents, and their families

in their community (e.g., day care centers, schools, camps, other organizations) . This is

particularly important in light of evidence that children and adolescents who do not conform to

socially prescribed gender norms may experience harassment in school (Crossman, D'Augelli,

&Salter,2006; Crossman, D'Augelli, Howell, & Hubbard,2006; Sausa,2005), puttingthem at

risk for social isolation, depression, and other negative sequelae (Nuttbrock et al., 20ì0).

6. Provide children, youth, and their familìes with information and referral for peer support, such

as support groups for parents of gender-nonconforming and transgender children (Cold &

MacNish,20l l; Pleak, 
.l999; 

Rosenberg,2002).

Assessment and psychosocial interventions for children and adolescents are often provided

within a multìdisciplinary gender identity specialty service. lf such a multidisciplinary service is

not avaìlable, a mental health professional should provide consultation and liaison arrangements

with a pediatric endocrinologist forthe purpose of assessment, education, and involvement in any

decisions about physical interventions.

r,/ERSTOU I
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Psychological Assessment of Children and Adolescents

When assessing children and adolescents who present with gender dysphoria, mental health

professionals should broadly conform to the following guidelines:

Mental health professionals should not dismiss or express a negatìve attitude towards

nonconforming gender identities or indications of gender dysphoria. Rathet they should

acknowledge the presenting concerns of children, adolescents, and their families; offer a thorough

assessment for gender dysphoria and any coexisting mental health concerns; and educate clients

and theìr families about therapeutic options, if needed. Acceptance, and allevìation of secrecy,

can bring considerable relief to gender dysphoric children/adolescents and their families.

2. Assessment of gender dysphoria and mental health should explore the nature and

characteristics of a child's or adolescent's gender ìdentity. A psychodiagnostic and psychiatric

assessment-covering the areas of emotionalfunctioning, peer and other social relationships,

and intellectual functioning/school achievement-should be performed. Assessment should

include an evaluation of the strengths and weaknesses of family functioning. Emotional and

behavioral problems are relatively common, and unresolved issues in a child's or youth's

environment may be present (de Vries, Doreleijers, Steensma, & Cohen-Kettenis, 201 l; Di

Ceglie & Thümmel, 2006; Wallien et al., 2007).

3, For adolescents, the assessment phase should also be used to inform youth and theirfamilies

about the possibilities and limitations of different treatments. This is necessary for informed

consent, but also important for assessment. The way that adolescents respond to information

about the reality of sex reassignment can be diagnostically informative. Correct information may

alter a youth's desire for certain treatment, if the desire was based on unrealistic expectations

of its possibilities.

Psychologícal and Social lnterventions
for Children and Adolescents

When supporting and treating children and adolescents with gender dysphoria, health professionals

should broadly conform to the following guidelines:

lVental health professionals should help families to have an accepting and nurturing response to

the concerns of their gender dysphoric child or adolescent. Families play an important role in the

psychological health and well-being of youth (Brill & Pepper, 2008; Lev, 2004). This also applies to

peers and mentors from the community, who can be another source of social support.
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2. Psychotherapy should focus on reducing a child's or adolescent's distress related to the

gender dysphoria and on ameliorating any other psychosocial difficulties. For youth pursuing

sex reassignment, psychotherapy may focus on supporting them before, during, and after

reassignment. Formal evaluations of different psychotherapeutic approaches for this situation

have not been published, but several counseling methods have been described (Cohen-Kettenis,

2006; de Vrles, Cohen-Kettenìs, & Delemarre-van de lVaal, 2006; Di Ceglie & Thümmel, 2006;

Hill, lVenvìelle, Sica, &Johnson,20ì0; Malpas, in press; Menvielle &Tuerl<,2002; Rosenberg,

2002; Vande rbur gh, 2009', Tucker, 2006),

Treatment aimed at trying to change a person's gender identity and expression to become more

congruent with sex assigned at birth has been attempted in the past without success (Celder

& Marks, ì969;Creenson,1964), particularly in the longterm (Cohen-Kettenis & Kuiper, ì984;

Pauly, ì 965), Such treatment is no longer consìdered ethical.

3. Families should be supported in managing uncertainty and anxiety about their child's or

adolescent's psychosexual outcomes and in helping youth to develop a positive self-concept.

4. lVental health professionals should not impose a binary view of gender. They should give

ample room for clients to explore different options for gender expression. Hormonal or surgical

interventions are appropriate for some adolescents, but not for others.

5. Clients and their families should be supported in making difficult decisions regardingthe extent

to which clients are allowed to express a gender role that is consistent with their gender identity,

as well as the timing of changes in gender role and possìble social transition. For example, a

client might attend schoolwhile undergoing socialtransition only partly (e.g., bywearing clothing

and having a hairstyle that reflects gender identity) or completely (e.g,, by also using a name and

pronouns congruent wìth gender identity). Difficult issues include whether and when to inform

other people of the client's situation, and how others in their lives might respond.

6. Health professionals should support clients and their families as educators and advocates in

their interactions with community members and authorities such as teachers, school boards,

and courts.

7. Mental health professionals should strive to maintain a therapeutic relationship with gender-

nonconforming children/adolescents and their families throughout any subsequent social

changes or physical interventions. This ensures that decisions about gender expression and

the treatment of gender dysphoria are thoughtfully and recurrently considered. The same

reasoning applies if a child or adolescent has already socially changed gender role prior to

being seen by a mental health professional.

vÈRstot.l l
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Social Transition in Early Childhood

Some children state that they want to make a socialtransition to a different gender role long before

puberty. For some children, this may reflect an expression of their gender identity. For others, this

could be motivated by other forces. Families vary in the extent to which they allow their young

children to make a social transition to another gender role. Social transitions in early childhood

do occur within some families with early success. This is a controversial issue, and divergent

views are held by health professionals. The current evidence base is insufficient to predict the

long-term outcomes of completing a gender role transition during early childhood. Outcomes

research with children who completed early social transitions would greatly inform future clinical

recom mendation s.

Mental health professionals can help familìes to make decisions regarding the timing and process

of any gender role changes for theìr young children. They should provide information and help

parents to weigh the potential benefits and challenges of particular choices. Relevant in this

respect are the previously described relatively low persistence rates of childhood gender dysphoria

(Drummond et al., 2008; Wallien & Cohen-Kettenis,2008). A change back to the original gender

role can be highly distressing and even result in postponement of this second social transition

on the child's part (Steensma & Cohen-Kettenis, 201 l). For reasons such as these, parents may

want to present this role change as an exploration of living in another gender role rather than an

irreversible situation. Mental health professionals can assist parents in identifying potentìal in-

between solutions orcompromises (e.g., onlywhen on vacation). lt is also importantthat parents

explicitly let the child know that there is a way back.

Regardless of a family's decisions regarding transition (timing, extent), professionals should

counsel and support them as they work through the options and implications. lf parents do not

allow their young child to make a gender-role transition, they may need counseling to assist them

with meeting their child's needs in a sensitive and nurturing waf, ensuring that the child has

ample possibilities to explore gender feelings and behavior in a safe environment. lf parents do

allow their young child to make a gender role transition, they may need counseling to facilitate a

positive experience for their child. For example, they may need support in using correct pronouns,

maintaining a safe and supportive environment for their transitioning child (e.g., in school, peer

group settings), and communicating with other people in their child's life. ln either case, as a child

nears puberty, furlher assessment may be needed as options for physical interventions become

releva nt.

The Standarcls ol Care
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Physical I nterventions for Adolescents

Before any physical interventions are considered for adolescents, extensive exploration of
psychological, family, and social issues should be undertaken, as outlined above. The duration of
this exploration may vary considerably depending on the complexity of the situation.

Physical interventions should be addressed in the context of adolescent development. Some identity

beliefs in adolescents may become firmly held and strongly expressed, givinga false impression

of irreversibility. An adolescent's shift towards gender conformity can occur primarily to please the

parents and may not persist or reflect a permanent change in gender dysphoria (Hembree et al.,

2009; Steensma et al., published online ahead of print )anuary7,2O11).

Physical interventions for adolescents fall into three categories or stages (Hembree et al., 2009)

Fully reversible interventions. These involve the use of CnRH analogues to suppress estrogen

or testosterone production and consequently delay the physicalchanges of puberty. Alternative

treatment options include progestins (most commonly medroxyprogesterone) or other

medications (such as spironolactone) that decrease the effects of androgens secreted by the

testicles of adolescents who are not receiving CnRH analogues. Continuous oral contraceptives

(or depot medroxyprogesterone) may be used to suppress menses.

2. Partially reversible interventions. These include hormone therapy to masculinize or feminize

the body, Some hormone-induced changes may need reconstructive surgery to reverse the

effect (e.g., gynaecomastia caused by estrogens), while other changes are not reversible (e.g.,

deepening ofthe voice caused by testosterone).

3. lrreversible interventions, These are surgical procedures

A staged process is recommended to keep optrons open through the first two stages. Moving from

one stage to another should not occur untilthere has been adequate time for adolescents and their

parents to assimilate fully the effects of earlier interventions.

Fully Reversible I nterventions

Adolescents may be eligible for puberty-suppressing hormones as soon as pubertal changes have

begun. ln order for adolescents and their parents to make an informed decision about pubertal

delay, it is recommended that adolescents experience the onset of puberty to at least Tanner

Stage 2. Some children may arrive at this stage at very young ages (e.g.,9 years of age). Studies
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evaluating this approach have only included children who were at least 12 years of age (Cohen-

l(ettenis, Schagen, Steensma, de Vries, & Delemarre-van de Waal, 201 ì; de Vries, Steensma et al.,

2010; Delemarre-van de Waal, van Weissenbruch, & Cohen l(ettenis, 2004; Delemarre-van de Waal

& Cohen-Kettenis, 2006).

Two goals justify intervention with puberty-suppressing hormones: (i) their use gives adolescents

more time to explore their gender nonconformity and other developmental issues; and (ii) their

use may facilitate transition by preventing the development of sex characteristics that are difficult

or impossible to reverse if adolescents continue on to pursue sex reassignment.

Puberty suppression may continue for a few years, at which time a decìsion is made to either

discontinue all hormone therapy or transition to a feminizing/masculinizing hormone regimen.

Pubertal suppression does not inevitably lead to social transition or to sex reassignment.

Criteria for Pu berty-Su ppressing Hormones

ln order for adolescents to receive puberty-suppressing hormones, the following minimum criteria

must be met:

Regimens, Monitoring, and Risks for Puberty Suppression

For puberty suppression, adolescents with male genitalia should be treated with CnRH analogues,

which stop luteinizing hormone secretion and therefore testosterone secretion. Alternatively,

they may be treated with progestins (such as medroxyprogesterone) or with other medications

that block testosterone secretion andlor neutralize testosterone action. Adolescents with female

genitalia should be treated with CnRH analogues, which stop the production of estrogens and
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progesterone. Alternatively, they may be treated with progestins (such as medroxyprogesterone).

Continuous oral contraceptives (ordepot medroxyprogesterone) may be used io suppress menses.

ln both groups of adolescents, use of CnRH analogues is the preferred treatment (Hembree et al,,

2009), but their high cost is prohibitive for some patients.

During pubertal suppression, an adolescent's physicaldevelopment should be carefully monitored-
preferably by a pediatric endocrinologist-so that any necessary interventions can occur (e.g., to

establish an adequate gender appropriate height, to improve iatrogenìc low bone mineraldensity)

(Hembree et al., 2009).

Early use of puberty-suppressing hormones may avert negative social and emotional consequences

of gender dysphoria more effectively than their later use would. lntervention in early adolescence

should be managed with pediatric endocrinological advice, when available. Adolescents with male

genitalia who start CnRH analogues early in puberty should be informed that this could result in

insufficient penile tissue for penile inversion vaginoplasty techniques (alternative techniques, such

as the use of a sl<in g,rafl or colon tissue, are available) .

Neither puberty suppression nor allowing puberty to occur is a neutral act. On the one hand,

functioning in later life can be compromised by the development of irreversible secondary sex

characteristics during puberty and by years spent experiencing intense gender dysphoria. On the

other hand, there are concerns about negatìve physical side effects of CnRH analogue use (e.g., on

bone development and height). Although the very first results of this approach (as assessed for

adolescents followed over l0 years) are promising (Cohen-l(ettenis et al., 20ll; Delemarre-van

de Waal & Cohen-l(ettenis, 2006), the long-term effects can only be determined when the earliest-

treated patients reach the appropriate age.

Partial ly Reversi ble I ntervention s

Adolescents may be eligible to begin feminizingf masculinizing hormone therapy, preferably with

parental consent. ln many countries, ì6-year-olds are legal adults for medical decision-making

and do not require parental consent. ldeally, treatment decisions should be made among the

adolescent, the family, and the treatment team.

Regimens for hormone therapy in gender dysphoric adolescents differ substantially from those

usedinadults (Hembreeetal.,2009).Thehormoneregimensforyouthareadaptedtoaccountfor
the somatic, emotional, and mental development that occurs throughout adolescence (Hembree

et al., 2009).
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Cenital surgery should not be carried out until (i) patients reach the legal age of majority to give

consent for medical procedures in a given country, and (ii) patients have lived continuously for at

least l2 months in the gender role that is congruent with their gender identity. The age threshold

should be seen as a minimum criterion and not an indication in and of itself for active intervention.

Chest surgery in FtM patients could be carried out earlier, preferably after ample time of living in

the desired gender role and after one year of testosterone treatment. The intent of this suggested

sequence is to give adolescents sufficient opportunity to experience and socially adjust in a more

masculine gender role, before undergoing irreversible surgery. However, different approaches may

be more suitable, depending on an adolescent's specific clinical situation and goals for gender

identity expression.

Risks of V(/¡thholdíng Medical Treatment for Adolescents

Refusingtimely medical interventions for adolescents m ight prolong gender dysphoria and contribute

to an appearance that could provoke abuse and stigmatizalion. As the level of gender-related abuse

is strongly associated with the degree of psychiatric distress during adolescence (Nuttbrock et al.,

2010), withholdìng puberty suppression and subsequent feminizing or masculinizing hormone

therapy is not a neutral option for adolescents.

Þ,1 ES;Es,irt
c¡ å\rE

Mental Health

Transsexual, transgender, and gender-nonconforming people might seek the assistance of a mental

health professional for any number of reasons. Regardless of a person's reason for seeking care,

mental health professionals should have familiarity with gender nonconformity, act with appropriate

cultural competence, and exhibit sensitivity in providing care.

This section of the SOC focuses on the role of mental health professionals in the care of adults

seeking help for gender dysphoria and related concerns. Professionals working with gender

dysphoric children, adolescents, and their families should consult section Vl.

I he Standards ol Care
V¡ RSf ON 7
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Competency of Mental Health Professionals Working
with Adults Who Present with Cender Dysphoria

The training of mental health professionals competent to work with gender dysphoric adults

rests upon basic general clinical competence in the assessment, diagnosis, and treatment of

mental health concerns. Clinìcal training may occur within any discipline that prepares mental

health professionals for clinical practice, such as psychology, psychiatry, social work, mental

health counseling, marriage and family therap¡ nursing, or family medicine with specific training

in behavioral health and counseling. The following are recommended minimum credentials for

mental health professionals who worl< with adults presenting with gender dysphoria:

A master's degree or its equivalent in a clinical behavioral science field. This degree, or a more

advanced one, should be granted by an institution accredited by the appropriate national or

regional accrediting board. The mental health professional should have documented credentials

from a relevant licensing board or equivalent for that country.

2. Competence in using the Diagnosl.ic Statistical Manual of Mental Disorders and/or the

lnternational Classifcation of Diseases for diagnostic purposes.

3. Ability to recognize and diagnose coexisting mental health concerns and to distinguish these

from gender dysphoria.

4. Documented supervised training and competence in psychotherapy or counseling.

5. I(nowledgeable about gender-nonconforming identities and expressions, and the assessment

and treatment of gender dysphoria.

6. Continuing education in the assessment and treatment of gender dysphoria. This may include

attending relevant professional meetings, workshops, or seminars; obtaining supervision from

a mental health professional with relevant experience; or participating in research related to

gender nonconformity and gender dysphoria.

ln addition to the minimum credentials above, it is recommended that mental health professionals

develop and maintain cultural competence to facilitate their work with transsexual, transgender,

and gender-nonconformìng clients. Thìs may involve, for example, becoming knowledgeable about

current community, advocacy, and public policy issues relevant to these clients and their families.

Additionally, knowledge about sexuality, sexual health concerns, and the assessment and treatment

of sexual disorders is preferred.
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Mental health professionals who are new to the field (irrespective of their level of training and other

experience) should work under the supervision of a mental health professional with established

competence in the assessment and treatment of gender dysphoria.

Tasks of Mental Health Professionals Working with
Adults Who Present wíth Cender Dysphoria

Mental health professionals may serve transsexual, transgende¡ and gender-nonconforming

indìviduals and their families in many ways, depending on a client's needs. For example, mental

health professionals may serve as a psychotherapist, counselor, or family therapist, or as a

d ia gnosticia n/assessor, advocate, or ed ucator.

Mental health professionals should determine a client's reasons for seeking professional

assistance. Forexample, a client may be presenting for any combination ofthe following health care

services: psychotherapeutic assistance to explore gender identity and expression or to facilitate a

coming-out process; assessment and referral for feminizingf masculinizing medical interventions;

psychological support for family members (partners, children, extended family); psychotherapy

unrelated to gender concerns; or other professional services.

Below are general guidelines for common tasks that mental health professionals may fulfill in

working with adults who present with gender dysphoria.

Tasks Related to Assessment and Referral

'1. Assess Cender Dysphoria

Mental health professionals assess clients' gender dysphoria in the context of an evaluation of
their psychosocial adjustment (Bockting et al., 2006; Lev, 2004,2009). The evaluation includes,

at a minimum, assessment of gender identity and gender dysphoria, history and development of
gender dysphoric feelings, the impact of stigma attached to gender nonconformity on mental health,

and the availability of support from family, friends, and peers (for example, in-person or online

contact with other transsexual, transgender, or gender-nonconforming individuals or groups). The

evaluation may result in no diagnosìs, in a formal diagnosis related to gender dysphoria, andf or in

other diagnoses that describe aspects of the client's health and psychosocial adjustment. The role

The Standards ol.Care
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of mental health professionals includes making reasonably sure that the gender dysphoria is not

secondary to, or better accounted for, by other diagnoses.

Mental health professionals with the competencies described above (hereafter called "a qualified

mental health professional") are best prepared to conduct this assessment of gender dysphoria.

However, this task may instead be conducted by another type of health professional who has

appropriate traìning in behavioral health and is competent in the assessment of gender dysphoria,

particularly when functioning as part of a multidisciplinary specialty team that provides access to

feminizingf masculinizing hormone therapy. This professional may be the prescribing hormone

therapy provider or a member of that provider's health care team.

2. Provide Information Regarding Options for Gender ldentity and Expression and Possible

Medical lnterventions

An important task of mental health professionals is to educate clients regarding the diversity of
gender identities and expressions and the various options available to alleviate gender dysphoria.

Mental health professionals then may facilitate a process (or refer elsewhere) in which clients

explore these various options, with the goals of findinga comfortable gender role and expression

and becoming prepared to make a fully informed decision about available medical interventions,

if needed. This process may include referral for individual, family, and group therapy and/or to

community resources and avenues for peer support. The professional and the client discuss

the ìmplications, both short- and long-term, of any changes in gender role and use of medical

interventions. These implications can be psychological, social, physical, sexual, occupational,

financial, and legal (Bockting et al., 2006; Lev, 2004).

This task is also best conducted by a qualified mental health professional, but may be conducted

by another health professional with appropriate training in behavioral health and with sufficient

knowledge about gender-nonconforming ìdentities and expressions and about possible medical

interventions for gender dysphoria, particularly when functioning as part of a multidisciplinary

specialty team that provides access to feminrzing f masculinizing hormone therapy.

3. Assess, Diagnose, and Discuss Treatment Options for Coexisting Mental Health Concerns

Clients presenting with gender dysphoria may struggle with a range of mental health concerns

(Cómez-Cil, Trilla, Salamero, Codás, & Valdés, 2009; tVurad et a1.,2010) whether related or

unrelated to what is often a long history of genderdysphoria andf or chronic minority stress. Possible

concerns include anxiety, depression, self-harm, a history of abuse and neglect, compulsivity,

substance abuse, sexual concerns, personality disorders, eating disorders, psychotic disorders, and

autistic spectrum disorders (Bockting et a1.,2006; Nuttbrock et a1.,20.ì0; Robinow,2009). Mental

health professionals should screen for these and other mental health concerns and incorporate
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the identified concerns into the overall treatment plan. These concerns can be significant sources

of distress and, if left untreated, can complicate the process of gender identity exploration and

resolution of gender dysphoria (Bockting et al., 2006; Fraser, 2009a', Lev, 2009). Addressing these

concerns can greatly facilitate the resolution of gender dysphoria, possible changes in gender role,

the making of informed decisions about medical interventions, and improvements in quality of Iife.

Some clients may benefit from psychotropic medications to alleviate symptoms or treat coexisting

mental health concerns. Mental health professionals are expected to recognize this and either

provide pharmacothe rapy or refer to a colleague who is qualified to do so. The presence of coexisting

mental health concerns does not necessarily preclude possible changes in gender role or access

to feminizingfmasculinizing hormones or surgery; rather, these concerns need to be optimally

managed prior to, or concurrent with, treatment of gender dysphoria. ln addition, clients should be

assessed for their ability to provide educated and informed consent for medical treatments.

Qualified mental health professionals are specifically trained to assess, diagnose, and treat (or

refer to treatment for) these coexisting mental health concerns. Other health professionals with

appropriate training in behavioral health, particularly when functioning as part of a multidisciplinary

specialty team providing access to feminizingf masculinizing hormone therapy, may also screen

for mental health concerns and, if indicated, provide referral for comprehensive assessment and

treatment by a qualified mental health professional.

4. lf Applicable, Assess Eligibilit¡ Prepare, and Refer for Hormone Therapy

The SOC provide criteria to guide decisions regardingfeminizingf masculinìzing hormone therapy

(outlined in section Vlll and Appendix C). N/ental health professionals can help clients who are

considering hormone therapy to be both psychologically prepared (e.g., client has made a fully

informed decision with clear and realistic expectations; is ready to receive the service in line with

the overall treatment plan; has included family and community as appropriate) and practically

prepared (e.g., has been evaluated by a physician to rule out or address medical contraindications

to hormone use; has considered the psychosocial implications). lf clients are of childbearing age,

reproductive options (section lX) should be explored before initiating hormone therapy.

It is important for mental health professionals to recognize Ihal decisions about hormones are

first and foremost a client's decisions-as are all decisions regarding healthcare. However, mental

health professionals have a responsibility to encourage, guide, and assist clients with making fully

informed decisions and becoming adequately prepared. To best support their clients'decisions,

mental health professionals need to have functioning working relationshìps with their clients and

sufficient information about them. Clients should receive prompt and attentive evaluation, with the

goal of alleviating their gender dysphoria and providing them with appropriate medical services.

I he Stanclards of Care
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Referral for feminizing fmasculinizing hormone therapy

People may approach a specialized provider in any discipline to pursue feminizing f masculinizing

hormone therapy. However, transgender health care is an interdisciplinary field, and coordination

of care and referral among a client's overall care team is recommended.

Hormone therapy can be initiated with a referral from a qualified mental health professional.

Alternatively, a health professionalwho is appropriatelytrained in behavioralhealth and competent

in the assessment of gender dysphoria may assess eligibility, prepare, and refer the patient for

hormone therapy, particularly in the absence of significant coexisting mental health concerns and

when working in the context of a multidisciplinary specialty team. The referring health professional

should provide documentatìon-in the chart andf or referral letter-of the patient's personal and

treatment history, progress, and eligibility. Health professionals who recommend hormone therapy

share the ethical and legal responsibility for that decision with the physician who provides the

service.

The recommended content of the referral letter for feminizingf masculinizing hormone therapy is

as follows:

L The client's general identifying characteristics;

2. Results of the client's psychosocial assessment, including any diagnoses;

3. The duration of the referring health professional's relationship with the client, including the

type of evaluation and therapy or counseling to date;

4. An explanation that the criteria for hormone therapy have been met, and a brief description of

the clinical rationale for supporting the client's request for hormone therapy;

5. A statement that informed consent has been obtained from the patient;

6. A statement that the referring health professional is available for coordination of care and

welcomes a phone call to establish this.

For providers working within a multidisciplinary specialty team, a letter may not be necessary;

rather, the assessment and recommendation can be documented in the patient's chart.

5. lf Applicable, Assess Eligibilit¡ Prepare, and Refer for Surgery

The SOCalso provide criteria to guide decisìons regarding breast/chest surgery and genital surgery

(outlined in section Xl and Appendix C). Mental health professionals can help clients who are
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considering surgery to be both psychologically prepared (e.g., has made a fully informed decision

with clear and realìstic expectations; is ready to receive the service in line with the overall treatment

plan; has included family and community as appropriate) and practically prepared (e.g., has made

an informed choice about a surgeon to perform the procedure; has arranged aftercare) . If clients

are of childbearing age, reproductive options (section lX) should be explored before undergoing

genital surgery.

The SOC do not state criteria for other surgical procedures, such as feminizing or masculinizing

facial surgery; however, mental health professionals can play an important role in helping their

clients to make fully informed decrsions about the timing and implications of such procedures in

the context of the overall coming-out or transition process.

It ìs important for mental health professionals to recognize that decisions about surgery are first

and foremost a client's decisions-as are all decisions regarding healthcare. However, mental

health professionals have a responsibility to encourage, guide, and assist clients with making fully

informed decisions and becoming adequately prepared. To best support their clients'decisions,

mental health professionals need to have functioning working relationships with their clients and

sufficient information about them. Clients should receive prompt and attentive evaluation, with the

goal of alleviating their gender dysphoria and providing them with appropriate medical services.

Referral for surgery

Surgical treatments for gender dysphoria can be initiated by a referral (one or two, depending on

the type of surgery) from a qualified mental health professional. The mental health professional

provides documentation-in the chart andlor referral letter-of the patìent's personal and

treatment history, progress, and eligibility. Mental health professionals who recommend surgery

share the ethical and legal responsibility for that decision with the surgeon.

One referral from a qualified mental health professional is needed for breast/chest surgery

(e.g., mastectom¡ chest reconstruction, or augmentation mammoplasty) .

\.'i,rr'lii l:'rolr:ssir.,rr¡i /i:,:,oriatir;it for ir;¡r:siltrt¡lii:r iicllllll

Two referrals-from qualified mental health professionals who have independently assessed

the patient-are needed for genital surgery (i.e,, hysterectomy/salpingo-oophorectomy,

orchiectomy, genital reconstructive surgeries). lf the first referral is from the patient's

psychotherapist, the second referral should be from a person who has only had an evaluative

role with the patient. Two separate letters, or one Ietter signed by both (e.g., if practicing within

the same clinic) may be sent. Each referral letter, however, is expected to cover the same topics

in the areas outlined below.

27

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 242 of 349 PageID #: 4291



The Standards ofCare

The recommended content of the referral letters for surgery is as follows:

l. The client's general ldentifying characteristics;

2. Results of the client's psychosocial assessment, including any diagnoses;

3. The duration of the mental health professional's relationship with the client, including the type

of evaluation and therapy or counseling to date;

4. An explanation that the criteria for surgery have been met, and a brief description of the clinical

rationale for supporting the patient's request for surgery;

5. A statement about the fact that informed consent has been obtained from the patient;

6. A statement that the mental health professional is available for coordination of care and

welcomes a phone call to establish this.

For providers working within a multidisciplinary specialty team, a letter may not be necessary,

rather, the assessment and recommendation can be documented in the patient's chart.

Relationship of Mental Health Professionals with Hormone-
Prescribing Physicians, Surgeons, and Other Health Professionals

It is ideal for mental health professionals to perform their work and periodically discuss progress

and obtain peer consultation from other professionals (both in mental health care and other

health disciplines) who are competent in the assessment and treatment of gender dysphoria. The

relationship among professionals involved in a client's health care should remain collaborative, with

coordination and clinical dialogue taking place as needed. Open and consistent communication

may be necessary for consultation, referral, and management of postoperative concerns.

Tasks Related to Psychotherapy

1. Psychotherapy ls Not an Absolute Requirement for Hormone Therapy and Surgery

A mental health screeningandlor assessmentas outlined above is needed forreferral to hormonal

and surgical treatments for gender dysphoria. ln contrast, psychotherapy-although highly

recommended-is not a requirement.
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The SOC do not recommend a minimum number of psychotherapy sessions prior to hormone

therapy or surgery. The reasons forthis are multifaceted (lev,2009) . First, a minimum numberof
sessions tends to be construed as a hurdle, which discourages the genuine opportunity for personal

growth. Second, mental health professionals can offer important support to clients throughout

all phases of exploration of gender identity, gender expression, and possible transition-not just

prior to any possible medical interventions. Third, clients and their psychotherapists differ in their

abilities to attain similar goals in a specified time period.

2. Coals of Psychotherapy for Adults with Gender Concerns

The generalgoalof psychotherapy is to find ways to maximize a person's overall psychologicalwell-

being, quality of life, and self-fulfillment. Psychotherapy is not intended to alter a person's gender

identity; rather, psychotherapy can help an individual to explore gender concerns and find ways

to alleviate gender dysphoria, if present (Bockting et al., 2006; Bockting & Coleman, 2007', Fraser,

2009a', Lev, 2004). Typically, the overarching treatment goal is to help transsexual, transgender, and

gender-nonconforming individuals achieve long-term comfort in their gender identity expression,

with realistic chances for success in their relationships, education, and work. For additional details,

see Fraser (Fraser, 2009c).

Therapy may consist of individual, couple, family, or group psychotherapy, the latter being

particularly important to foster peer support.

3. Psychotherapy for Transsexual, Transgender, and Gender-Nonconforming Clients, lncluding

Counseling and Support for Changes in Gender Role

Finding a comfortable gender role is, first and foremost, a psychosocial process. Psychotherapy

can be invaluable in assisting transsexual, transgender, and gender-nonconforming individuals

with all of the following: (i) clarifying and exploring gender identity and role, (ii) addressing

the impact of stigma and minority stress on one's mental health and human development,

and (iii) facilitating a coming-out process (Bockting & Coleman, 2007; Devor,2004; Lev, 2004),

which for some individuals may include changes in gender role expression and the use of
feminizin g f mascu I i n izi n g m ed ica I i nte rventi o n s.

Mental health professionals can provide support and promote interpersonal skills and resilience

in individuals and their families as they navigate a world that often is ill-prepared to accommodate

and respect transgender, transsexual, and gender-nonconforming people. Psychotherapy can also

aid in alleviatingany coexisting mental health concerns (e.g., anxiety, depression) identified during

screening and assessment.
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For transsexual, transgender, and gender-nonconforming individuals who plan to change gender

roles permanently and make a social gender role transition, mental health professionals can

facilitate the development of an individualized plan with specific goals and timelines. While the

experience of changing one's gender role differs from person to person, the social aspects of the

experience are usually challenging-often more so than the physical aspects. Because changing

gender role can have profound personal and social consequences, the decision to do so should

include an awareness of what the familial, interpersonal, educational, vocational, economìc, and

legalchallenges are likely to be, so that people can function successfully in their gender role.

Many transsexual, transgender, and gender-nonconforming people will present for care without

ever having been related to, or accepted in, the gender role that is most congruent with their

gender identity. Mental health professionals can help these clients to explore and anticipate the

implications of changes in gender role, and to pace the process of implementing these changes.

Psychotherapy can provide a space for clients to begin to express themselves in ways that are

congruent wìth their gender identity and, for some clients, overcome fears about changes in gender

expression. Calculated risks can be taken outside of therapy to gain experience and build confidence

in the new role. Assistance with coming out to family and community (friends, school, workplace)

can be provided.

Other transsexual, transgender, and gender-nonconforming individuals will present for care already

having acquired experience (minimal, moderate, or extensive) living in a gender role that differs

from that associated with their birth-assigned sex. Mental health professionals can help these

clients to identify and work through potential challenges and foster optimal adjustment as they

continue to express changes in their gender role.

4. Family Therapy or Support for Family Members

Decisions about changes in gender role and medical interventions for gender dysphoria have

implications for, not only clients, but also their famìlies (Emerson & Rosenfeld, 1996; Fraser,

2009a; Lev, 2004). Mental health professionals can assist clients with making thoughtfuldecisions

about communicating with family members and others about their gender identity and treatment

decisions. Family therapy may include worl< with spouses or partners, as well as with children and

other members of a client's extended family.

Clients may also request assistance with their relationships and sexual health. For example, they

may want to explore their sexualìty and intimacy-related concerns.

Family therapy might be offered as part of the client's individualtherapy and, if clinically appropriate,

by the same provider. Alternativel¡ referrals can be made to other therapists with relevant expertise
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for working with family members or to sources of peer support (e.g., in-person or offline support

networks of partners or families).

5. Follow-Up Care Throughout Life

Mental health professionals may work with clients and their families at many stages of their lives.

Psychotherapy may be helpful at different times and for various issues throughout the life cycle.

6. E-Therap¡ Online Counseling, or Distance Counseling

Online or e-therapy has been shown to be particularly useful for people who have difficulty

accessing competent in-person psychotherapeutic treatment and who may experience isolation

and stigma (Derrig-Palumbo & Zeine, 2005; Fenichel et al., 2004; Fraser,2009b). By extrapolation,

e-therapy may be a useful modality for psychotherapy with transsexual, transgender, and gender-

nonconforming people. E-therapy offers opportunities for potentially enhanced, expanded, creative,

and tailored delivery of services; however, as a developing modality it may also carry unexpected

risk. Telemedicine guidelines are clear in some disciplines in some parts of the United States

(Fraser,2009b; Maheu, Pulier, lVilhelm, McMenamin, & Brown-Connolly,2005) but not all; the

international situation is even less well-defined (Maheu et a1.,2005). Until sufficient evidence-

based data on this use of e-therapy is available, caution in its use is advised.

Mental health professionals engaging in e-therapy are advised to stay current with their particular

licensing board, professional association, and country's regulations, as well as the most recent

literature pertaining to this rapidly evolving medium. A more thorough description of the potential

uses, processes, and ethical concerns related to e-therapy has been published (Fraser,2009b).

Other Tasks of Mental Health Professionals

l. Educate and Advocate on Behalfof Clients llithin Their Community (Schools, Workplaces,

Other Organizations) and Assist Clients with Making Changes in ldentity Documents

Transsexual, transgender, and gender-nonconforming people may face challenges in their

professional, educational, and other types of settings as they actualize their gender identity and

expression (lev,2004, 2009). Mental health professionals can play an important role by educating

people in these settings regarding gender nonconformity and by advocating on behalf of their

clients (Currah, )uang, & Minter, 2006,Currah & N/inter, 2000). This role may involve consultation

'lhe 
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with school counselors, teachers, and administrators, human resources staff, personnel managers

and employers, and representatives from other organizations and institutions. ln addition, health

providers may be called upon to support changes in a client's name and/or gender marker on

identity documents such as passports, driver's licenses, birth certificates, and diplomas.

2. Provide lnformation and Referral for Peer Support

For some transsexual, transgender, and gender-nonconforming people, an experience in peer

support groups may be more instructive regarding options for gender expression than anything

individual psychotherapy could offer (Rachlin ,2002). Both experiences are potentially valuable, and

all people exploring gender issues should be encouraged to participate in community activities, if
possible, Resources for peer support and information should be made available.

Culture and lts Ramifications for Assessment and Psychotherapy

Health professionals work in enormously different environments across the world. Forms of
distress that cause people to seek professional assistance in any culture are understood and

classified by people in terms that are products of their own cultures (Frank & Frank, 1993). Cultural

settings also largely determine how such conditions are understood by mental health professionals.

Cultural differences related to gender identity and expression can affect patients, mental health

professionals, and accepted psychotherapy practice. WPATH recognizes that the SOC have grown

out of a Western tradition and may need to be adapted depending on the cultural context,

Ethical Cuidelines Related to Mental Health Care

Mental health professionals need to be certified or licensed to practice in a given country according

to that country's professional regulations (Fraser, 2009b, Pope & Vasquez, 201l). Professionals

must adhere to the ethical codes of their professional licensing or certifying organizalions in all of
their work with transsexual, transgender, and gender-nonconforming clients.

Treatment aimed at trying to change a person's gender identity and lived gender expression to

become more congruent with sex assigned at birth has been attempted in the past (Celder &

Marks, 1969; Creenson, 
.l964), 

yet without success, particularly in the long-term (Cohen-Kettenis

& l(uiper, 1984; Pauly, ì965). Such treatment is no longer considered ethical,
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lf menta I health profess iona ls a re u ncomfortable with, or inexperienced in, working with transsexual,

transgender, and gender-nonconforming individuals and theìr families, they should refer clients

to a competent provider or, at minimum, consult with an expert peer. lf no local practitioners

are available, consultation may be done via telehealth methods, assuming local requirements for

distance consultation are met.

lssues of Access to Care

Qualified mental health professionals are not universally available; thus, access to quality care

might be limited. WPATH aims to improve access and provides regular continuing education

opportunities to train professionals from various disciplines to provide quality, transgender-specific

health care. Providing mental health care from a distance through the use of technology may be

one way to improve access (Fraser, 2009b).

ln many places around the world, access to health care for transsexual, transgender, and gender-

nonconforming people is also limited by a lack of health insurance or other means to pay for needed

care. WPATH urges health insurance companies and other third-party payers to cover the medically

necessary treatments to alleviate gender dysphoria (American Medical Association, 2008; Anton,

2OO9; The World Professional Association for Transgender Health, 2008).

ìVhen faced with a client who is unable to access services, referral to available peer support

resources (offline and online) is recommended. Finally, harm-reduction approaches might be

indicated to assist clients with making healthy decisions to improve their lives.

r iIËtÈhd Êgã Ëf E EY¡

Hormone Therapy

Medical Necessity of Hormone Therapy

Feminizinglmasculinizing hormone therapy-the administration of exogenous endocrine

agents to induce feminizing or masculinizing changes-is a medically necessary intervention for

many transsexual, transgender, and gender-nonconforming individuals with gender dysphoria
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(Newfield, Hart, Dibble, & Kohler, 2006 Pfäfflin & Junge, ì998). Some people seek maximum

femìnization f masculinization, while others experience relief with an androgynous presentation

resu lting from hormonal m in im ization of existing seconda ry sex cha racteristics (Factor & Roth blu m,

2008). Evidence for the psychosocial outcomes of hormone therapy is summarized in Appendix D.

Hormone therapy must be individualized based on a patient's goals, the risk/benefit ratio of
medications, the presence of other medical conditions, and consideration of social and economic

issues. Hormone therapy can provide significant comfort to patients who do not wish to make

a social gender role transition or undergo surgery, or who are unable to do so (Meyer lll, 2009) .

Hormone therapy is a recommended criterion for some, but not all, surgical treatments for gender

dysphoria (see section Xl and Appendix C).

Criteria for Hormone Therapy

lnitiation of hormone therapy may be undertaken alter a psychosocial assessment has been

conducted and ìnformed consent has been obtained by a qualified health professional, as outlined

in section Vll of the sOC. A referral is required from the mental health professionalwho performed

the assessment, unless the assessment was done by a hormone provider who is also qualified in

this area,

The criteria for hormone therapy are as follows:

l. Persìstent, well-documented gender dysphoria;

2. Capacity to make a fully informed decision and to consent fortreatment;

3. Age of majority in a given country (ifyounger, follow the SOC outlined in section Vl);

4. lf significant medical or mental health concerns are present, they must be reasonably well

controlled.

As noted in section Vll of the SOC, the presence of coexisting mental health concerns does not

necessarily preclude access to feminizrng f masculinizing hormones; rather, these concerns need to

be managed prior to, or concurrent with, treatment of gender dysphoria.

ln selected circumstances, it can be acceptable practice to provide hormones to patients who have

not fulfilled these criteria. Examples include facilitating the provision of monitored therapy using

hormones of known quality as an alternative to illicit or unsupervised hormone use or to patients

\ fu rId Professìr¡na I ¡\sl;o<.i ation 1or Ïran:;sender Hr:;¡IIh
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who have already established themselves in their affirmed gender and who have a history of prior

hormone use. lt is unethicalto deny availability or eligibility for hormone therapy solely on the basis

of blood seropositivity for blood-borne infections such as HIV or hepatitis B or C.

ln rare cases, hormone therapy may be contraindicated due to serious individual health conditions.

Health professionals should assist these patients with accessing nonhormonal interventions for

gender dysphoria. A qualified mental health professional familiar with the patient is an excellent

resource in these circumstances.

lnformed Consent

Feminizingf masculinizing hormone therapy may lead to irreversible physical changes. Thus,

hormone therapy should be provìded only to those who are legally able to provide informed

consent. This includes people who have been declared by a court to be emancipated minors,

incarcerated people, and cognitively impaired people who are considered competent to participate

in their medicaldecisions (Bockting et al., 2006), Providers should document in the medical record

that comprehensive information has been provided and understood about all relevant aspects of

the hormone therapy, including both possible benefits and risks and the impact on reproductive

ca pacity.

Relationship Between the Standards of Care and

lnformed Consent Model Protocols

A number of community health centers in the United States have developed protocols for providing

hormone therapy based on an approach that has become known as the lnformed Consent Model

(Callen Lorde Community Health Center, 2000, 201ì; Fenway Community Health Transgender

Health Program,2007;fom Waddell Health Center, 2006). These protocols are consistent with

the guidelines presented in the WPATH Standards of Care, Version 7.fhe SOC are flexible clinical

guidelines; they allow for tailoring of interventions to the needs of the individual receiving services

and for tailoring of protocols to the approach and setting in which these services are provided

(Ehrbar & Corton, 201 0).

Obtaining informed consent for hormone therapy is an important task of providers to ensure

that patients understand the psychologìcal and physical benefits and risks of hormone therapy, as

well as ìts psychosocial implications. Providers prescribing the hormones or health professionals

recommending the hormones should have the knowledge and experience to assess gender

Wo r l ¡.i P rr:r [c s s i o r ¡ i ¡irs :,c r-i,r i ì o n [o t Tra r r sr]e tr r 
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dysphoria. They should inform individuals of the particular benefits, limitations, and risks of

hormones, given the patient's age, previous experience with hormones, and concurrent physical or

mental health concerns.

Screening for and addressing acute or current mental health concerns is an important part of the

informed consent process. This may be done by a mental health professionalor by an appropriately

trained prescribing provider (see section Vl I of the SOC). The same provider or a nother approp riately

trained member of the health care team (e.g., a nurse) can address the psychosocial implications

of taking hormones when necessary (e.g., the rmpact of masculinizalionffeminization on how

one ìs perceived and its potential impact on relationships with family, friends, and coworkers).

lf indicated, these providers will make referrals for psychotherapy and for the assessment and

treatment of coexisting mental health concerns such as anxiety or depression.

The difference between the lnformed Consent Model and SOC, Version Z is that the SOC puts

greater emphasis on the important role that mental health professionals can play in alleviating

gender dysphoria and facilitating changes in gender role and psychosocial adjustment. This may

include a comprehensive mental health assessment and psychotherap¡ when indicated. ln the

lnformed Consent Model, the focus is on obtainìng informed consent as the threshold for the

initiation of hormone therapy in a multidisciplinary, harm-reduction environment. Less emphasis is

placed on the provision of mentalhealth care untilthe patient requests it, unless significant mental

health concerns are identified that would need to be addressed before hormone prescription.

Physical Effects of Hormone Therapy

Femtnizingf masculinizing hormone therapy will induce physical changes that are more congruent

with a patient's gender identity.

ln FtM patients, the following physical changes are expected to occur: deepened voice, clitoral

enlargement (variable), growth in facial and body hair, cessation of menses, atrophy of breast

tissue, and decreased percentage of body fat compared to muscle mass.

ln lVtF patients, the following physicalchanges are expected to occur: breast growth (variable),

decreased erectile function, decreased testicular size, and ìncreased percentage of body fat

compared to muscle mass.

Most physical changes, whether feminizing or masculinizing, occur over the course of two years.

The amount of physical change and the exact timeline of effects can be highly variable. Tables la

and lb outline the approximate time course of these physical changes.
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TABLE lA: EFFECTS AND EXPECTED TIME COURSE OF MASCULINIZING HORMONES o

Effect

Skin oiliness/acne

Facial/body hair growth

Scalp hair loss

lncreased muscle mass/strength

Body fat redistribution

Cessation of menses

Clitoral enlargement

Vaginal atrophy

Deepened voice

A Adapted with permission from Hembree et al.(2009). Copyright 2009, The Endocrine Society.
B Estimates represent published and unpublished clinical observations.
c Highly dependent on age and inheritance; may be minimal.
D Significantly dependent on amount ofexercise.

The Standards of Care
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TABLE 1B: EFFECTS AND EXPECTED TIME COURSÊ OF FEMINIZING HORMONES a

Soften i n g of s kin/decreased

oi I i ness

a Adapted with permission from Hembree et al. (2009). Copyright 2009, The Endocrine Society.
I Estimates represent published and unpublished clinicaì observations.
c Significantly dependent on amount ofexercise.
o Complete removal of male facial and body hair requires electrolysis, laser treatment, or both.

The degree and rate of physical effects depends in part on the dose, route of administration,

and medications used, which are selected in accordance with a patient's specific medical goals

(e.g., changes in gender role expression, plans for sex reass¡gnment) and medical risk profile.

There is no current evidence that response to hormone therapy-with the possible exception of
voice deepening in FtM persons-can be reliably predicted based on age, body habitus, ethnicity, or

family appearance. All other factors being equal, there is no evidence to suggest that any medically

approved type or method of administeringhormones is more effective than any other in producing

the desired physical changes.

Effect

Body fat redistribution

Decreased muscle mass/

strength

Decreased libido

Decreased spontaneous

erections

Male sexual dysfunction

Breast growth

Decreased testicular volume

Decreased sperm production

Thinning and slowed growth of
body and facial hair

Male pattern baldness

4X \X/orld Professional Association for Transgender Health
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Risks of Hormone Therapy

All medical interventions carry risks. The likelihood of a serious adverse event is dependent on

numerous factors: the medication itself, dose, route of administration, and a patient's clinical

characteristics (age, comorbidities, family history, health habits). lt is thus impossible to predict

whether a given adverse effect will happen in an individual patient.

The risks associated with feminizingfmasculinizing hormone therapy for the transsexual,

transgender, and gender-nonconforming population as a whole are summarized in Table 2. Based

on the level of evidence, risks are categorized as follows: (i) likely increased risk with hormone

therapy, (ii) possibly increased risk with hormone therapy, or (iii) inconclusive or no increased risk,

Items in the last category include those that may present risk, but for which the evidence is so

minimal that no clear conclusion can be reached.

Additional detail about these risks can be found in Appendix B, which is based on two com prehensive,

evidence-based literature reviews of masculinizingffeminizing hormone therapy (Feldman & Safer,

2009; Hembree et al., 2009), along with a large cohort study (Asscheman et al.,20l l). These

reviews can serve as detailed references for providers, along with other widely recognized, published

clinical materials (Dahl, Feldman, Coldberg, &Jaberi,2006; Ettner, N/onstre¡ & Eyler,2007).
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TABLE 2: RISKS ASSOCIATEÞ \)ílTH HORMONE THERAPY. BOLÞED ITEMS ARE CLINICALLY SIGNIFICANT

Risk Level

Likely increased risk

Likely increased risk with
presence of additional risk
tactors'

Possible increased risk

Possible increased risk with
presence of additional risk
factorsB

No increased risk or
inconclusive

" Note: Risk is greater with oral estrogen administration than with transdermal estrogen administration.
o 

R¡sk is greater with oral estrogen adm¡nistrat¡on than wìth transdermal estrogen administration.
t Additional risk factors include age.
t lncludes bìpolar, schizoaffective, and other disorders that may include manic or psychotic symptoms. This adverse event

appears to be associated w¡th higher doses or supraphysiologic blood levels oftestosterone.
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Com petency of H ormo ne- Prescri bi n g Phys ici a n s,

Relationship with Other Health Professionals

Feminizinglmasculìnizing hormone therapy is best undertaken in the context of a complete

approach to health care that includes comprehensive primary care and a coordinated approach to

psychosocial issues (Feldman & Safer,2009). llhile psychotherapy or ongoing counseling is not

required for the initìation of hormone therapy, ìf a therapist ìs involved, then regular communication

among health professionals is advised (with the patient's consent) to ensure that the transition

process is going well, both physìcally and psychosocially.

With appropriate training,feminizinglmasculinizing hormone therapy can be managed by a variety

of providers, including nurse practitioners, physician assistants, and primary care physicians (Dahl

et a1.,2006). lVledical visits relating to hormone maintenance provide an opportunity to deliver

broader care to a populatron that is often medically underserved (Clements, Wilkinson, l(itano,

& Marx, 1999; Feldman,2OOT; Xavier, 2000). Many of the screening tasks and management of

comorbidities associated with long-term hormone use, such as cardiovascular risk factors and

cancer screening, fall more uniformly within the scope of primary care rather than specialist care

(American Academy of Family Physicians,2005; Eyler, 2007; \)forld Health Organization, 2008),

particularly in locations where dedicated gender teams or specialized physicians are not available.

Civen the multidisciplinary needs of transsexual, transgender, and gender-nonconforming people

seeking hormone therap¡ as wellas the difficulties associated with fragmentation of care in general

(World Health Organization,2003), WPATH strongly encourages the increased training and

involvement of primary care providers in the area of feminizingf masculinizing hormone therapy. lf
hormones are prescribed by a specialist, there should be close communication with the patient's

primary care provider. Conversely, an experienced hormone provider or endocrinologist should be

involved if the primary care physician has no experience with this type of hormone therapy, or if
the patient has a pre-existing metabolìc or endocrine disorder that could be affected by endocrine

therapy.

llhile formal training programs in transgender medicine do not yet exist, hormone providers

have a responsibility to obtain appropriate knowledge and experience in this field. Clinicians can

increase their experience and comfort in providing feminizingf masculinizing hormone therapy by

co-managing care or consulting with a more experienced provider, or by providing more limited

types of hormone therapy before progressing to rnitiation of hormone therapy. Because this field

of medicine is evolving, clinicians should become familiar and keep current with the med¡cal

literature, and discuss emerging issues with colleagues. Such discussions might occur through

networl<s established by WPATH and other national/local organizations.
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Res pon si bil ities of Hormone- Prescri bi n g Phys icia ns

ln general, clinicians who prescribe hormone therapy should engage ìn the following tasks

l. Perform an initial evaluation that includes discussion of a patient's physical transition goals,

health history, physical examination, risk assessment, and relevant laboratory tests.

2. Discuss with patients the expected effects of feminizingf masculinizing medications and the

possible adverse health effects. These effects can include a reduction in fertility (Feldman &

Safer,2009; Hembree et aI.,2009). Therefore, reproductive options should be discussed with

patients before starting hormone therapy (see section lX).

3. Confirm that patients have the capacity to understand the risks and benefits of treatment and

are capable of making an informed decision about medical care.

4, Provide ongoing medical monitoring, including regular physical and laboratory examination to

monitor hormone effectiveness and side effects.

5. Communicate as needed with a patient's primary care provider, mental health professional,

and surgeon.

6, lf needed, provide patients with a brief written statement indicatingthat they are under medical

supervision and care that includes feminizing/masculinizing hormone therapy. Particularly

during the early phases of hormone treatment, a patient may wish to carry this statement at all

times to help prevent dìfficulties with the police and other authorities.

Depending on the clinical situation for providing hormones (see below), some of these

responsibilities are less relevant. Thus, the degree of counseling, physical examinations, and

laboratory evaluations should be ìndividualized to a patient's needs.

Clinical Sítuations for Hormone Therapy

There are circumstances in which clinicians may be called upon to provide hormones without

necessarily lnitiating or maintaining long-term feminizingfmasculinizing hormone therapy.

By acknowledging these different clinical situations (see below, from least to highest level of

complexity), it may be possible to involve clìnicians in feminizing/masculinizing hormone therapy

who might not otherwise feel able to offer this treatment.
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l. Bridging

Whether prescribed by another clinician or obtained through other means (e.g., purchased over

the lnternet), patìents may present for care already on hormone therapy. Clinicians can provide

a limited (l-6 month) prescription for hormones while helping patients find a provider who can

prescribe long-term hormone therapy. Providers should assess a patient's current regimen for

safety and drug interactions and substitute safer medications or doses when indicated (Dahl et al.,

2006; Feldman & Safer,2009). lf hormones were previously prescribed, medical records should

be requested (with the patient's permission) to obtain the results of baseline examinations and

laboratory tests and any adverse events. Hormone providers should also communicate with any

mental health professional who ìs currently involved in a patient's care, lf a patient has never had

a psychosocial assessment as recommended by the SOC (see section Vll), clinicians should refer

the patient to a qualified mental health professional if appropriate and feasìble (Feldman & Safer,

2009). Providers who prescribe bridging hormones need to work with patients to establish limits

as to the duration of bridging therapy.

2, Hormone Therapy Following Gonad Removal

Hormone replacement with estrogen or testosterone is usually continued lifelong after an

oophorectomy or orchiectomy, unless medical contraindications arise. Because hormone doses

are often decreased after these surgeries (Basson, 2001; Levy, Crown, & Reid, 2003; Moore,

Wisniewski, & Dobs, 2003) and only adjusted for age and comorbid health concerns, hormone

management in this situation is quite similar to hormone replacement in any hypogonadal patient.

3. Hormone Maintenance Prior to Gonad Removal

Once patients have achieved maximal feminizingf masculinizing benefits from hormones (typically

two or more years), they remain on a maintenance dose. The maintenance dose is then adjusted

for changes in health conditions, aging, or other considerations such as lifestyle changes (Dahl et

a|.,2006) . When a patient on maintenance hormones presents for care, the provider should assess

the patient's current regimen for safety and drug interactions and substitute safer medications or

doses when indicated. The patient should continue to be monitored by physical examinations and

laboratory testing on a regular basis, as outlined in the literature (Feldman & 5afer, 2009; Hembree

et al., 2009). The dose and form of hormones should be revisited regularly with any changes in the

patient's health status and available evidence on the potential long-term risks of hormones (See

H orm one Regi mens, below).

\iiorl d Pro fessio n r i Âs l,cr i ¡i i i l rt kr r 
-i 

i ;i t i s gr:i'; r il t i l t' ¡ l l I r

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 258 of 349 PageID #: 4307



lhe Standards cll Larc

4. tnitiating Hormonal Feminization/Masculinization

This clinical situation requires the greatest commitment in terms of provider time and expertise.

Hormone therapy must be individualized based on a patient's goals, the risk/benefit ratio ol
medications, the presence of other medical conditions, and consideration of social and economic

issues. Although a wide variety of hormone regimens have been published (Dahl et a|.,2006;

Hembree et al., 2009; Moore et al., 2003), there are no published reports of randomized clinical

trials comparing safety and efficacy. Despite this variation, a reasonable framework for initial risk

assessment and ongoing monitoring of hormone therapy can be constructed, based on the efficacy

and safety evidence presented above.

Risk Assessment and Modification for
I nitiating Hormone The rapy

The initial evaluation for hormone therapy assesses a patient's clinical goals and risk factors for

hormone-related adverse events. During the risk assessment, the patient and clinician should

develop a plan for reducing risks wherever possible, either prior to initiating therapy or as part of
ongoing harm reduction.

All assessments should include a thorough physical exam, including weight, height, and blood

pressure. The need for breast, genital, and rectal exams, which are sensitive issues for most

transsexual, transgender, and gender-nonconforming patients, should be based on individual risks

and preventive health care needs (Feldman & Coldberg, 2006; Feldman,2007).

Preventive Care

Hormone providers should address preventive health care with patients, particularly if a patient

does not have a primary care provider. Depending on a patient's age and risk profile, there may

be appropriate screening tests or exams for conditions affected by hormone therapy. ldeally, these

screening tests should be carried out prior to the start of hormone therapy.

Risk Assessment and Modification for Feminizing Hormone Therapy (MtF)

There are no absolute contraindications to leminizingtherapy per se, but absolute contraindications

exist for the different feminizing agents, particularly estrogen. These include previous venous

thrombotic events related to an underlying hypercoagulable condition, history of estrogen-sensitive

neoplasm, and end-stage chronic liver disease (Charib et al., 2005).
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Other medical conditions, as noted in Table 2 and Appendix B, can be exacerbated by estrogen

or androgen blockade, and therefore should be evaluated and reasonably well controlled prior

to starting hormone therapy (Feldman & Safer,2009; Hembree et a|.,2009). Clinrcians should

particularly attend to tobacco use, as it is associated with increased risk olvenous thrombosis,

which is further increased with estrogen use. Consultation with a cardiologist may be advisable for

patients with l<nown cardio- or cerebrovascular disease.

Baseline laboratory values are important to both assess inìtial risk and evaluate possible future

adverse events. lnitial labs should be based on the risks of feminizing hormone therapy outlined

in Table 2, as well as individual patient risk factors, including family history. Suggested initial lab

panels have been published (Feldman & Safer, 2009; Hembree et al.,2009). These can be modified

for patients or health care systems with limited resources, and in otherwìse healthy patients.

Risk Assessment and Modification for Masculinizing Hormone Therapy (FtM)

Absolute contraindications to testosterone therapy include pregnancy, unstable coronary artery

disease, and untreated polycythemia with a hematocrit of 55% or higher (Carnegie, 2004). Because

the aromatization of testosterone to estrogen may increase risk in patients with a history of breast

or other estrogen dependent cancers (lVoore et al., 2003), consultation with an oncologist may be

indicated prior to hormone use. Comorbid conditions likely to be exacerbated by testosterone use

should be evaluated and treated, ideally prior to starting hormone therapy (Feldman & Safer, 2009;

Hembree et a1.,2009). Consultation with a cardiologist may be advisable for patients with known

cardio- or cerebrovascular disease. (Dhejne et al., 20.ìl).

An increased prevalence of polycystic ovarian syndrome (PCOS) has been noted among FtM

patients even ìn the absence oftestosterone use (Baba et a|.,2007 Balen, Schachter, Montgomery,

Reid, & Jacobs, ì993; Bosinski et al., ì997). While there is no evidence that PCOS is related to the

development of a transsexual, transgender, or gender-nonconforming identìty, PCOS is associated

with increased risk of diabetes, cardiac disease, high blood pressure, and ovarian and endometrial

cancers (Cattrall & Healy, 2004). Signs and symptoms of PCOS should be evaluated prior to

initiating testosterone therapy, as testosterone may affect many of these conditions. Testosterone

can affect the developing fetus (Physicians' Desk Reference,2010), and patients at risk of becoming

pregnant require highly effective birth control.

Baseline laboratory values are important to both assess initial risk and evaluate possible future

adverse events. lnitial labs should be based on the risks of masculinizing hormone therapy outlined

in Table 2, as well as indivìdual patient rìsk factors, including family history. Suggested initial Iab

panels have been published (Feldman & Safer, 2009; Hembree et al., 2009). These can be modified

for patients or health care systems with limited resources, and in otherwise healthy patients.
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Clinical Monitoring During Hormone Therapy

for Efficacy and Adverse Events

The purpose of clinical monitoring during hormone use is to assess the degree of feminization/

masculinization and the possible presence of adverse effects of medication. However, as with

the monitoring of any long-term medication, monitoring should take place in the context of

comprehensive health care. Suggested clinical monitoring protocols have been published (Feldman

& Safer,2009; Hembree et a1.,2009). Patients with comorbid medical conditions may need to be

monitored more frequently. Healthy patients in geographically remote or resource-poor areas may

be able to use alternative strategies, such as telehealth, or cooperation with local providers such

as nurses and physician assistants. ln the absence of other indications, health professionals may

prioritize monitoring for those risks that are either likely to be increased by hormone therapy or

possibly increased by hormone therapy but clinically serious in nature.

Efhcacy and Risk Monitoring During Feminizing Hormone Therapy (MtF)

The best assessment of hormone efficacy is clinical response: ls a patient developing a feminized

body while minimizing masculine characteristics, consistent with that patient's gender goalsì ln

order to more rapidly predict the hormone dosages that will achieve clinical response, one can

measure testosterone levels for suppression below the upper limit of the normal female range

and estradiol levels within a premenopausal female range but well below supraphysiologic levels

(Feldman & Safer, 2009; Hembree et al., 2009).

Monitorlng for adverse events should include both clinical and laboratory evaluation. Follow-

up should include careful assessment for signs of cardiovascular impairment and venous

thromboembolism (VTE) through measurement of blood pressure, weight, and pulse; heart and

lung exams; and examination of the extremities for peripheral edema, localized swelling, or pain

(Feldman & Safer,2009). Laboratory monitoring should be based on the risks of hormone therapy

described above, a patient's individual comorbidities and risl< factors, and the specific hormone

regimen itself, Specific lab-monitoring protocols have been published (Feldman & Safer,2009;

Hembree et al., 2009).

Effcacy and Risk Monitoring During Masculinizing Hormone Therapy (FtM)

The best assessment of hormone efficacy is clinical response: ls a patient developing a masculinized

body while minimizing feminine characteristics, consistent with that patient's gender goalsì

Clinicians can achieve a good clinical response with the least likelihood of adverse events by

maintaining testosterone levels withrn the normal male range while avoiding supraphysiological
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levels (Dahl et al., 2006; Hembree et al., 2009). For patients using intramuscular (lM) testosterone

cypionate or enanthate, some clinicians check trough levels while others prefer midcycle levels

(Dahl et al., 2006; Hembree et al., 2009;Tangpricha, Turner, Malabanan, & Holick, 200ì;Tangpricha,

Ducharme, Barber, & Chipkin, 2003).

lVonitoring for adverse events should include both clinical and laboratory evaluation. Follow-up

should include careful assessment for signs and symptoms of excessive weight gain, acne, uterine

break-through bleeding, and cardiovascular impairment, as well as psychiatric symptoms in at-

risk patients. Physical examinations should include measurement of blood pressure, weight, and

pulse; and heart, lung, and skin exams (Feldman & Safer,2009), Laboratory monitoringshould be

based on the risks of hormone therapy described above, a patient's individual comorbidities and

risk factors, and the specific hormone regimen itself. Specific lab monitoring protocols have been

published (Feldman & Safer, 2009; Hembree et al., 2009).

Hormone Regimens

To date, no controlled clinical trials of any feminizing/masculinizing hormone regimen have

been conducted to evaluate safety or efficacy in producing physical transition. As a result, wide

variation in doses and types of hormones have been published in the medical Iiterature (Moore

et al., 2003; Tangpricha et a1.,2003; van Kesteren, Asscheman, Megens, & Cooren, 1997). ln

addition, access to particular medications may be limited by a patient's geographical location and/

or social or econonomic situations. For these reasons, WPATH does not describe or endorse a

particular feminizingf masculinizing hormone regimen. Rather, the medication classes and routes

of administration used in most published regimens are broadly reviewed.

As outlined above, there are demonstrated safety differences in individual elements of various

regimens. The Endocrine Society Cuidelines (Hembree et al., 2009) and Feldman and Safer (2009)

provide specific guidance regarding the types of hormones and suggested dosing to maintain

levels within physiologic ranges for a patient's desired gender expression (based on goals of full

feminization f masculinization). lt is strongly recommend that hormone providers regularly review

the literature for new information and use those medications that safely meet individual patient

needs with available local resources.
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Regimens for Feminizing Hormone Therapy (MtF)

Estrogen

Use of oralestrogen, and specifically ethinylestradiol, appears to increase the risk of VTE. Because

of this safety concern, ethinyl estradiol is not recommended for feminizing hormone therapy.

Transdermal estrogen is recommended for those patients with risks factors for VTE. The risk of
adverse events increases w¡th higher doses, particular doses resulting in supraphysiologic levels

(Hembree et al.,2009). Patients with co-morbid conditions that can be affected by estrogen should

avoid oral estrogen if possible and be started at lower levels. Some patients may not be able to

safely use the levels of estrogen needed to get the desired results. This possibility needs to be

discussed with patients well in advance of starting hormone therapy.

Androgen-reducing medications ("anti-and rogens")

A combination of estrogen and "anti-androgens" is the most commonly studied regimen for

feminization. Androgen-reducing medications,from a variety of classes of drugs, have the effect

of reducing either endogenous testosterone levels or testosterone activity, and thus diminishing

masculine characteristics such as body hair. They minimize the dosage of estrogen needed to

suppress testosterone, thereby reducing the risks associated with high-dose exogenous estrogen

(Prior, Vigna, Watson, Diewold, & Robinow, ì986; Prior, Vigna, & Watson, 1989).

Common anti-androgens include the following:

Spironolactone, an antihypertensive agent, directly inhibits testosterone secretion and androgen

binding to the androgen receptor. Blood pressure and electrolytes need to be monitored

because of the potentialfor hyperkalemia.

Cyproterone acetate is a progestational compound with anti-androgenic properties. This

medication is not approved in the United States because of concerns over potential

hepatotoxicity, but it is widely used elsewhere (De Cuypere et al., 2005).

CnRH agonists (e.g., goserelin, buserelin, triptorelin) are neurohormones that block the

gonadtropin-releasing hormone receptor, thus blocking the release of follicle stimulating

hormone and luteinizing hormone. This leads to highly effective gonadal blockade. However,

these medications are expensive and only available as injectables or implants.

5-alpha reductase inhibitors (finasteride and dutasteride) block the conversion of testosterone

to the more active agent, 5-alpha-dihydrotestosterone. These medications have beneficial

effects on scalp hair loss, body hair growth, sebaceous glands, and skin consistency.

ti,lorl d Prolc s lìo rr ;l l 11,\ :,oci iì l i o ri íot ìi l n silen i lc.- r f-i r:¿¡ l l h

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 263 of 349 PageID #: 4312



The Standards of Care
vERStl]t, l

Cyproterone and spironolactone are the most commonly used anti-androgens and are likely the

most cost-effective.

Progesti ns

With the exception of cyproterone, the inclusion of progestins in feminizing hormone therapy is

controversial (Oriel,2000). Because progestins play a role in mammary development on a cellular

level, some clinicians believe that these agents are necessary for full breast development (Basson &

Prior, ì 998; Oriel, 2000) . However, a clinrcal comparison of feminization regimens with and without

progestins found that the addition of progestins neither enhanced breast growth nor lowered

serum levels of free testosterone (Meyer et al., ì986) . There are concerns regarding potential

adverse effects of progestins, including depression, weight gain, and lipid changes (Meyer et al.,

l986;Tangpricha et a1.,2003). Progestins (especially medroxyprogesterone) are also suspected to

increase breast cancer risk and cardiovascular risk in women (Rossouw et a1.,2002) . Micronized

progesterone may be better tolerated and have a more favorable impact on the lipid profile than

medroxyprogesterone does (de Lignières, 1999; Filzpatrick, Pace, & Wiita, 2000).

Regimens for Masculinizing Hormone Therapy (FtM)

Testosterone

Testosterone generally can be given orall¡ transdermally, or parenterally (llvl), although buccal

and implantable preparations are also available. Oral testosterone undecanoate, available outside

the United States, results in lower serum testosterone levels than nonoral preparations and

has limited efficacy in suppressing menses (Feldman,2005, April; Moore et a1.,2003). Because

intramuscular testosterone cypionate or enanthate are often administered every 2-4 weeks, some

patients may notice cyclic variation in effects (e.g., fatigue and irritability at the end of the injection

cycle, aggressìon or expansive mood at the beginning of the injection cycle), as well as more time

outside the normal physiologic levels (Jockenhövel, 2004). This may be mitigated by using a lower

but more frequent dosage schedule or by using a daily transdermal preparation (Dobs et al., 1999;

Jockenhövel, 2004; Nieschlag et al., 2004).lntramuscular testosterone undecanoate (not currently

available in the United States) maintains stable, physiologic testosterone levels over approximately

l2 weeks and has been effective in both the setting of hypogonadism and in FtM individuals

(Muellea Kiesewetter, Binder, Beckmann, & Dittrich,2007,Zilzmann, Saad, & Nieschlag,2006),

There is evidence that transdermal and intramuscular testosterone achieve similar masculinizing

results, although the timeframe may be somewhat slower with transde rmal preparations (Feldman,

2005, April). Especially as patients age, the goal is to use the lowest dose needed to maintain the

desired clinical result, with appropriate precautions being made to maintain bone density.
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Other agents

Progestins, most commonly medroxyprogesterone, can be used for a short period of time to assist

with menstrual cessation early in hormone therapy. CnRH agonists can be used similarly, as well as

for refractory uterine bleeding in patients without an underlying gynecological abnormality.

Bioidentical and Compounded Hormones

As discussion surrounding the use of bioidentical hormones in postmenopausal hormone

replacement has heightened, interest has also increased in the use of similar compounds in

feminizingfmasculinizing hormone therapy. There is no evidence that custom compounded

bioidentical hormones are safer or more effective than government agency-approved bioidentical

hormones (Sood, Shuster, Smith, Vincent, & Jatoi, 201l). Therefore, it has been advìsed by the

North American Menopause Society (2010) and others to assume that, whether the hormone is

from a compoundìngpharmacy or not, if the active rngredients are similar, it should have a similar

side-effect profile. WPATH concurs with this assessment.

IX
Reproductive Health

Many transgender, transsexual, and gender-nonconforming people will want to have children.

Because feminizingf masculinizing hormone therapy limits fertility (Darney, 2008; Zhang, Cu,

lfang, Cui, & Bremner, 1999), it is desirable for patients to mal<e decisions concerning fertility

before starting hormone therapy or undergoing surgery to remove/alter their reproductive orgåns.

Cases are known of people who received hormone therapy and genìtal surgery and later regretted

their inability to parent genetically related children (De Sutter, l(ìra, Verschoor, & Hotimsky,2002),

Health care professionals-including mental health professionals recommending hormone

therapy or surgery, hormone-prescribing physicians, and surgeons-should discuss reproductive

options with patients prior to initiation of these medical treatments for gender dysphoria.

These discussions should occur even if patients are not interested in these issues at the time of

treatment, which may be more common for younger patìents (De Sutteq 2009). Early discussions

are desirable, but not always possible, lf an individual has not had complete sex reassignment

surgery, it may be possible to stop hormones long enough for natal hormones to recover, allowing
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the production of mature gametes (Payer, Meyer, & Walker, 1979;Yan den Broecke, Van der Elst,

Liu, Hovatta, & Dhont,200l).

Besides debate and opinion papers, very few research papers have been published on the

reproductive health issues of individuals receiving dìfferent medical treatments for gender

dysphoria. Another group who faces the need to preserve reproductive function in light of loss or

damage to their gonads are people with malignancies that require removal of reproductive organs

or use of damaging radiation or chemotherapy. Lessons learned from that group can be applied to

people treated for gender dysphoria.

lVltF patients, especially those who have not already reproduced, should be informed about sperm-

preservation options and encouraged to consider banking their sperm prior to hormone therapy.

ln a study examining testes that were exposed to high-dose estrogen (Payer et a|.,1979), findings

suggest that stopping estrogen may allow the testes to recover. ln an article reporting on the

opinions of MtF individuals towards sperm freezing (De Sutter et al., 2002), the vast majority of
ì2ì survey respondents feltthat the availability of freezing sperm should be discussed and offered

by the medical world. Sperm should be collected before hormone therapy or after stopping the

therapy untilthe sperm count rises again. Cryopreservation should be dlscussed even ifthere is poor

semen quality. ln adults with azoospermia, a testicular biopsy with subsequent cryopreservation of
biopsied materialfor sperm is possible, but may not be successful.

Reproductive options for FtM patients might include oocyte (egg) or embryo freezing. The frozen

garnetes and embryo could later be used with a surrogate woman to carry to pregnancy. Studies of
women with polycystic ovarian disease suggest that the ovary can recover in part from the effects of
high testosterone levels (Hunter & Sterrett, 2000). Stopping the testosterone briefly might allow for

ovaries to recover enough to release eggs; success likely depends on the patient's age and duration

of testosterone treatment. While not systematically studied, some FtM individuals are doing exactly

that, and some have been able to become pregnant and deliver children (N/ore, 1998).

Patients should be advised that these techniques are not avaìlable everywhere and can be very costly.

Transsexual, transgender, and gender-nonconforming people should not be refused reproductive

options for any reason.

A special group of individuals are prepubertal or pubertal adolescents who will never develop

reproductive function in their natal sex due to blockers or cross-gender hormones. At this time

there is no technique for preserving function from the gonads of these individuals.
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Voice and Communication Therapy

Communication, both verbal and nonverbal, is an important aspect of human behavior and gender

expression. Transsexual, transgender, and gender-nonconforming people might seek the assistance

of a voice and communication specialist to develop vocal characteristics (e.g., pitch, intonation,

resonance, speech rate, phrasing patterns) and non-verbal communication patterns (e.9., gestures,

posture/movement, facial expressions) that facilitate comfort with their gender identity. Voice and

communication therapy may help to alleviate gender dysphoria and be a positive and motivating

step towards achieving one's goals for gender role expressìon.

Competency of Voice and Communication
S pecia I i sts V(/o rki n g with Tra n s sexu al, Tra nsgender,

and Cender-Nonconforming Clíents

Specialists may include speech-language pathologists, speech therapists, and speech-voice

clinicians. ln most countries the professional association for speech-language pathologists

requires specific qualifications and credentials for membership. ln some countries the government

regulates practice through licensing, certification, or registration processes (American Speech-

Language-HearingAssociation,20ll;Canadian Association of Speech-Language Pathologists and

Audiologists; Royal College of Speech Therapists, United I(ingdom; Speech Pathology Australia).

The following are recommended minimum credentials for voice and communication specialists

worl<i n g with transsexual, tra nsgender, a nd gender-nonconform i n g cl ients :

ì. Specialized trainìng and competence in the assessment and development of communication

skil ls in transsexual, transgender, and gender-nonconforming clients.

2. A basic understanding of transgender health, including hormonal and surgicaltreatments for

feminization f masculintzation and trans-specific psychosocial issues as outlined in the SOC;

and familiarity with basic sensitivity protocols such as the use of preferred gender pronoun and

name (Canadian Association of Speech-Language Pathologists and Audiologists; RoyalCollege

of Speech Therapists, Unlted l(ingdom; Speech Pathology Australia).
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3. Continuing education in the assessment and development of communication skills in

transsexual, transgender, and gender-nonconforming clients. This may include attendance at

professional meetings, workshops, or seminars; participation in research related to gender

ìdentity issues; independent study; or mentoring from an experienced, certified clinician.

Other professionals such as vocal coaches, theatre professionals, singingteachers, and movement

experts may play a valuable adjunct role. Such professionals will ideally have experience working

with, or be actively collaborating with, speech-language pathologists.

Assessment and Treatment Considerat¡ons

The overall purpose of voice and communication therapy is to help clients adapt their voice and

communication in a way that is both safe and authentic, resulting in communication patterns

that clients feel are congruent with their gender identity and that reflect their sense of self (Adler,

Hirsch, & lVordaunt,2006). lt is essential that voice and communication specialists be sensitive

to individual communication preferences. Communication-style, voice, choice of language,

etc.-is personal. lndividuals should not be counseled to adopt behaviors with which they are not

comfortable or which do not feel authentic. Specialists can best serve their clients by taking the time

to understand a person's gender concerns and goals for gender-role expression (American Speech-

Language-Hearing Association, 20.ll; Canadian Association of Speech-Language Pathologists and

Audiologists; Royal College of Speech Therapists, United Kingdom;Speech Pathology Australìa).

lndividuals may choose the communication behaviors that they wish to acquire in accordance with

their gender identity. These decrsions are also informed and supported by the knowledge of the

voice and communication specialist and by the assessment data for a specific client (Hancock,

l(rissinger, & Owen,20l0) . Assessment includes a client's self-evaluation and a specialist's

evaluation of voice, resonance, articulation, spoken language, and non-verbal communication

(Adler et al.,2006', Hancock et al., 2010).

Voice-and-communication treatment plans are developed by consìdering the available research

evidence, the clinical knowledge and experience of the specialist, and the client's own goals and

values (American Speech-Language-Hearing Association, 20ì ì; Canadian Association of Speech-

Language Pathologists and Audiologists; Royal College of Speech Therapists, United l(ingdom;

Speech Pathology Australia). Targets of treatment typically include pitch, intonation, loudness

and stress patterns, voice quality, resonance, articulation, speech rate and phrasing, language,

and nonverbal communication (Adler et a1.,2006; Davies & Coldberg,2006; de Bruin, Coerts,

& Creven,20OO; Celfer, 1999; McNeill,2006; Oates & Dacakis, 1983). Treatment may involve

lndividual andf or group sessions. The frequency and duration of treatment will vary according to

a client's needs. Existing protocols for voice-and-communication treatment can be considered in

\.ilorlri ['rc,[r,::.sie¡¡¡iA.;rociiitirrrr íbr Trirtrs¡lct.icler i]c¡lih :1.5
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developing an individualized therapy plan (Carew, Dacakis, & Oates,2007;Dacakis,2000; Davies

& Coldberg, 2006; Celfer, 1999; McNeill, Wilson, Clark, & Deakin, 2008; Mount & Salmon, ì988).

Feminizing or masculinizing the voice involves non-habitual use ofthe voice prod uction mecha nism.

Prevention measures are necessary to avoid the possibility of vocal misuse and long-term vocal

damage. All voice and communication therapy services should therefore include a vocal health

component (Adler et al., 2006).

Vocal Health Considerations After Voice Feminization Surgery

As noted in section Xl, some transsexual, transgender, and gender-nonconforming people will

undergo voice feminization surgery. (Voice deepening can be achieved through masculinizing

hormone therapy, but feminizing hormones do not have an impact on the adult N/tF voice.) There

are varying degrees of satisfaction, safety, and long-term improvement in patients who have had

such surgery. lt is recommended that individuals undergoing voice feminization surgery also

consult a voice and communication specialist to maximize the surgical outcome, help protect

vocal health, and learn nonpitch related aspects of communication. Voìce surgery procedures

should include follow-up sessions with a voice and communication specialist who is licensed

andf or credentialed by the board responsible for speech therapists/speech-language pathologists

in that country (Kanagalingam et al., 2005; Neumann & Welzel,2004).

VEFSION ?

XI
Su rgery

Sex Reassignment Surgery ls Effective and Medically Necessary

S u rgery - pa rticu la rly gen ital s u rgery - is often the last a nd the most cons idered step in the treatment

process for gender dysphoria. While many transsexual, transgender, and gender-nonconforming

individuals find comfort with their gender identity, role, and expression without surgery, for

many others surgery is essential and medically necessary to alleviate their gender dysphoria

(Hage & l(arim, 2000), For the latter group, relief from gender dysphoria cannot be achieved

t.'.brld Irrrle:;:ìo¡ill Âs:;orì:;liorr ír.'r lÌ;,rrr.;ilcirdrr l.e;llilrtÅ
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without modification of their primary andlor secondary sex characteristics to establish greater

congruence with their gender identity. Moreover, surgery can help patients feel more at ease in the

presence of sex partners or in venues such as physicians'offices, swimming pools, or health clubs.

ln some settings, surgery might reduce risk of harm in the event of arrest or search by police or

other authorities.

Follow-up studies have shown an undeniable beneficial effect of sex reassignment surgery on

postoperative outcomes such as subjective well-being, cosmesis, and sexual function (De Cuypere

et al., 2005; Cijs & Brewaeys, 2007; Klein & Corzalka, 2009; Pfäfflin & Junge, ì998). Additional

information on the outcomes of surgical treatments are summarized in Appendix D.

Ethical Questions Regarding Sex Reassignment Surgery

ln ordìnary surgical practice, pathological tissues are removed to restore disturbed functions, or

alterations are made to body features to improve a patient's self image. Some people, including

some health professionals, object on ethical grounds to surgery as a treatment for gender dysphoria,

because these conditions are thought not to apply.

It is important that health professionals caring for patients with gender dysphoria feel comfortable

about altering anatomically normal structures. ln order to understand how surgery can alleviate the

psychological discomfort and distress of individuals with gender dysphoria, professionals need to

listen to these patients discuss their symptoms, dilemmas, and life histories. The resistance against

performingsurgeryon the ethìcal basis of "above all do no harm" should be respected, discussed,

and met with the opportunity to learn from patients themselves about the psychological distress

of having gender dysphoria and the potential for harm caused by denying access to appropriate

treatments.

Cenital and breast/chest surgical treatments for gender dysphoria are not merely another set of

elective procedures. Typical elective procedures involve only a private mutually consenting contract

between a patient and a surgeon. Cenital and breast/chest surgeries as medically necessary

treatments for gender dysphoria are to be undertaken only after assessment of the patient by

qualified mental health professionals, as outlined in section Vll of the SOC. These surgeries may

be performed once there is written documentation that this assessment has occurred and that

the person has met the criteria for a specific surgical treatment. By following this procedure,

mental health professionals, surgeons, and patients share responsibility for the decision to make

irreversible changes to the body.

It is unethicalto deny availability or eligibility for sex reassignment surgeries solely on the basis of

blood seropositivity for blood-borne infectìons such as HIV or hepatitis C or B.

The Standards of Care
VERSION }
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Relationship of Surgeons with Mental Health
Professionals, Hormone-Prescribing Physicians (if
Applicable), and Patients (lnformed Consent)

The role of a surgeon in the treatment of gender dysphoria is not that of a mere technician. Rather,

conscientious surgeons will have insight into each patient's history and the rationale that led to

the referral for surgery. To that end, surgeons must talk at length with their patients and have

close working relationships with other health professionals who have been actively involved in their

clinical care.

Consultation is readily accomplished when a surgeon practices as part of an interdisciplinary health

care team. ln the absence of this, a surgeon must be confident that the referring mental health

professional(s), and if applicable the physician who prescribes hormones, is/are competent in

the assessment and treatment of gender dysphoria, because the surgeon is relying heavily on

h is/her/thei r expertise.

Once a surgeon is satisfied that the criteria for specific surgeries have been met (as outlined below),

surgical treatment should be considered and a preoperatìve surgicalconsultation should take place.

During this consultation, the procedure and postoperative course should be extensively discussed

with the patient. Surgeons are responsible for discussing all of the following with patients seeking

surgical treatments for gender dysphoria:

The different surgical techniques available (with referral to colleagues who provide alternative

options);

The advantages and disadvantages ofeach technique;

\,/[RSl{)¡!,)

The limitations of a procedure to achieve "ideal" results; surgeons should provide a full

range of before-and-after photographs of their own patients, including both successful and

u nsuccessful outcomes;

The inherent rìsks and possible complications of the various techniques; surgeons should

inform patients of their own complication rates with each procedure.

These discussions are the core of the informed consent process, which is both an ethical and

legal requirement for any surgical procedure. Ensuring that patients have a realistic expectation of

outcomes is important in achieving a result that will alleviate their gender dysphoria.

All of this information should be provided to patients in writing, in alanguage in which they are

fluent, and in graphic illustrations. Patients should receive the information in advance (possibly

\iiorlrJ ['rr¡lcssìonal l,ssor.i:lLiorr ir¡r ir;rll;lr;¡r¡li:r iji:;:ll.lr
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via the lnternet) and be given ample time to review ìt carefully. The elements of informed consent

should always be discussed face-to-face prior to the surgical intervention. Questions can then be

answered and written informed consent can be provided bythe patient. Because these surgeries are

irreversibile, care should be taken to ensure that patients have sufficient time to absorb information

fullybeforetheyareaskedtoprovideinformedconsent,Aminimum of 24hours issuggested.

Surgeons should provide immediate aftercare and consultation with other physicians serving the

patient in the future. Patients should work with their surgeon to develop an adequate aftercare plan

for the surgery.

Overview of Surgical Procedures for the Treatment

of Patients with Cender Dysphoria

For the Male-to-Female (MtF) Patient, Surgical Procedures May Include the Following:

ì . Breast/chest surgery: augmentation mam moplasty (i mplants/lipofi lling) ;

2. Cenital surgery: penectomy, orchiectom¡ vaginoplasty, clitoroplasty, vulvoplasty;

3. Nongenital, nonbreast surgical interventions:facial feminizalion surgery, liposuction, lipofilling,

voice surgery, thyroid cartilage reduction, gluteal augmentation (implants/lipofilling), hair

reconstruction, and various aesthetic procedures.

Forthe Female-to-Male (FtM) Patient, Surgical Procedures May lnclude the Following:

i. Breast/chest surgery: subcutaneous mastectomy, creation of a male chest;

2. Cenital surgery. hysterectomy/salpingo-oophorectomy, reconstruction of the fixed part of the

urethra, which can be combined with a metoidioplasty or with a phalloplasty (employing a

pedicled or free vascularized flap) , vaginectomy, scrotoplasty, and implantation of erection

andf or testicular prostheses;

3. Nongenital, nonbreast surgical interventions: voice surgery (rare), liposuction, lipofilling,

pectoral implants, and varìous aesthetic procedures.
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Reconstructive Versus Aesthetic Surgery

The question of whether sex reassignment surgery should be considered "aesthetic" surgery or

"reconstructive" surgery is pertinent not only from a philosophical point of view, but also from a

financial point of view. Aesthetic or cosmetic surgery is mostly regarded as not medically necessary

and therefore ìs typically paid for entirely by the patient. ln contrast, reconstructive procedures

are considered medically necessary-with unquestlonable therapeutic results-and thus paid for

partially or entirely by national health systems or insurance companies.

Unfortunately, in the field of plastic and reconstructive surgery (both in general and specifically

for gender-related surgeries), there is no clear distinction between what is purely reconstructive

and what is purely cosmetic. Most plastic surgery procedures actually are a mixture of both

reconstructive and cosmetic components.

lVhile most professionals agree that genital surgery and mastectomy cannot be considered purely

cosmetic, opinions diverge as to what degree other surgìcal procedures (e.g., breast augmentation,

facial feminization surgery) can be considered purely reconstructive. Although il may be much

easier to see a phalloplasty or a vaginoplasty as an intervention to end lifelong suffering, for certain

patients an intervention like a reduction rhinoplasty can have a radical and permanent effect on

their quality of lìfe, and therefore is much more medically necessary than for somebody without

gender dysphoria.

Criteria for Surgeries

As for all of the SOC, the criteria for initiation of surgical treatments for gender dysphoria were

developed to promote optimal patient care. While the SOC allow for an individualized approach

to best meet a patient's health care needs, a criterion for all breast/chest and genital surgeries

is documentation of persistent gender dysphoria by a qualified mental health professional. For

some surgeries, additional criteria include preparation and treatment consisting of feminizingl

masculinìzing hormone therapy and one year of continuous living in a gender role that is congruent

with one's gender identity.

These criteria are outlined below. Based on the available evidence and expert clinical consensus,

different recommendations are made for dìfferent surgeries,

The SOC do not specify an order in which different surgeries should occur. The number and

sequence of surgical procedures may vary from patient to patient, according to their clinical needs.

5g \jir¡ r I d P r-,le s s ì o n a I /r s soc ì a1. i o n Í¡ r]ir n r, gt: n d e r H e a I l l"i
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Criteria for Breast/Chest Surgery (One Referral)

Criteria for mastectomy and creation of a male chest in FtM patients

L Persistent, well-documented gender dysphoria;

2. Capacily to make a fully informed decision and to consent for treatment;

3. Ageofmajorityinagivencountry(ifyounger,followtheSOCforchildrenandadolescents);

4. lf significant medical or mental health concerns are present, they must be reasonably well

controlled.

Hormone therapy is not a prerequisite.

Criteria for breast augmentation (impla nts/lipofilling) in MtF patients

l. Persistent, well-documented gender dysphoria;

2. Capacity to make a fully informed decision and to consent for treatment;

3. Ageofmajorityinagivencountry(ifyounge¡followtheSOCforchildrenandadolescents);

4. lf significant medical or mental health concerns are present, they must be reasonably well

controlled.

Although not an explicit criterion, it is recommended that MtF patients undergo feminizing

hormone therapy (minimum 12 months) priorto breast augmentation surgery. The purpose is to

maximize breast growth in order to obtain better surgical (aesthetic) results.

Criteria for Genital Surgery (Two Referrals)

The criteria for genital surgery are specific to the type of surgery being requested

Criteria for hysterectomy and salpingo-ooph orectomy in FtM patients and for orchiectomy in lVtF

patients:

L Persistent, well-documented gender dysphoria;

V,,orlcì Pro[essionai Association lor Transgender Healtll
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2. Capacily to make a fully informed decision and to consent for treatment;

3. Age of majority in a given country;

4. lf significant medical or mental health concerns are present, they must be well controlled

5. l2 continuous months of hormone therapy as appropriate to the patient's gender goals (unless

hormones are not clinically indicated for the individual).

The aim of hormone therapy prior to gonadectomy is primarily to introduce a period of reversible

estrogenortestosteronesuppression,beforethepatientundergoesirreversiblesurgical intervention.

These criteria do not apply to patients who are having these procedures for medical indications

other than gender dysphoria.

Criteria for metoidioplasty or phalloplasty in FtM patients and for vaginoplasty in N/tF patients

l. Persistent, well-documented gender dysphoria;

2. Capacily to make a fully informed decision and to consent for treatment;

3. Age of majority in a given country;

4. lf significant medical or mental health concerns are present, they must bewell controlled;

5. l2 continuous months of hormone therapy as appropriate to the patient's gender goals (unless

hormones are not clinically indicated for the individual).

6. l2 continuous months of living in a gender role that is congruent with their gender identity.

Although not an explicit criterion, it is recommended that these patients also have regular visits

with a mental health or other medical professional.

Rationale for a preoperative, ì 2-month experience of living in an identity-congruent gender role:

The criterion noted above for some types of genital surgeries-i.e., that patients engage in

l2 continuous months of living in a gender role that is congruent with their gender identity-is
based on expert clinical consensus that this experience provides ample opportunity for patients to

experience and socially adjust in their desired gender role, before undergoing irreversible surgery.

As noted in section Vll, the socìal aspects of changing one's gender role are usually challenging-
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often more so than the physical aspects. Changing gender role can have profound personal and

social consequences, and the decision to do so should include an awareness of what the familial,

interpersonal, educational, vocational, economic, and legal challenges are lìkely to be, so that people

can function successfully in their gender role. Supporlfrom a qualified mental health professional

and from peers can be invaluable in ensuring a successful gender role adaptation (Bockting, 2008),

The duration of l2 months allows for a range of different life experiences and events that may

occur throughout the year (e.g., family events, holidays, vacations, season-specific work or school

experiences). During this time, patients should present consistently, on a day-to-day basis and

across all settings of life, in their desired gender role. This includes coming out to partners, family,

friends, and community members (e.g., at school, worl<, other settings).

Health professionals should clearly document a patient's experience in the gender role in the

medical chart, including the start date of llving full time for those who are preparing for genital

surgery. ln some situations, if needed, health professionals may request verification that this

criterion has been fulfilled:They may communicate with individuals who have related to the patient

in an identity-congruent gender role, or request documentation of a legal name and/or gender

marker change, if applicable.

Surgery for People with Psychotic Conditions

and Other Serious Mental lllnesses

When patients with gender dysphoria are also diagnosed with severe psychiatric disorders and

impaired reality testing (e.g., psychotic episodes, bipolar disorder, dissociative identity disorder,

borderline personality disorder), an effort must be made to improve these conditions with psychotropic

medicationsandforpsychotherapybeforesurgeryiscontemplated.(Dhejneetal.,20ll).Reevaluation

by a mental health professional qualified to assess and manage psychotic conditions should be

conducted prior to surgery, describing the patient's mental status and readiness for surgery. lt is

preferable that this mental health professional be familiar with the patient. No surgery should be

performed while a patient is actively psychotic (De Cuypere & Vercruysse, 2009).

Competency of Surgeons Performing
Breast/Chest or Cenital Su rgery

Physicia ns who perform s u rgicaltreatments for gender dsyphoria shou ld be u rologists, gynecologists,

plastic surgeons, or general surgeons, and board-certified as such by the relevant national
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andf or regional assocìation. Surgeons should have specialized competence in genital reconstructive

techniques as indicated by documented supervised training with a more experienced surgeon.

Even experienced surgeons must be wìlling to have their surgical skills reviewed by their peers. An

official audit of surgical outcomes and publication of these results would be greatly reassuring to

both referring health professionals and patients. Surgeons should regularly attend professional

meetings where new techniques are presented. The internet is often effectively used by patients to

share information on their experience with surgeons and their teams.

ldeally, surgeons should be knowledgeable about more than one surgical technìque for genital

reconstruction so that they, in consultation with patients, can choose the ideal technique for each

individual. Alternatively, if a surgeon is skilled in a singletechnique and this procedure is either not

suitable for or desired by a patient, the surgeon should inform the patient about other procedures

and offer referral to another appropriately skilled surgeon.

Breast/Chest Surgery Techniques and Complications

Although breast/chest appearance is an important secondary sex characteristic, breast presence or

size is not involved in the legal definitions of sex and gender and is not necessary for reproduction.

The performance of breast/chest operations for treatment of gender dysphoria should be considered

with the same care as beginning hormone therapy, as both produce relatively irreversible changes

to the body.

For the MtF patient, a breast augmentation (sometimes called "chest reconstruction") is not different

from the procedure in a natal female patient. lt is usually performed through implantation of breast

prostheses and occasionally with the lipofilling technique. lnfections and capsular fibrosis are rare

complications of augmentation mammoplasty in MtF patients (l(anhai, Hage, Karim, & Mulder, ì999).

For the FtlVl patient, a mastectomy or "male chest contouring" procedure is available. For many

FtM patients, this is the only surgery undertaken. lVhen the amount of breast tissue removed

requires skin removal, a scar will result and the patient should be so informed. Complications

of subcutaneous mastectomy can include nipple necrosis, contour irregularities, and unsightly

scarring (Monstrey et a1.,2008).

Cenital Surgery Techniques and Complications

Cenitalsurgical procedures forthe MtF patient may include orchiectomy, penectomy, vaginoplasty,

clitoroplasty, and labiaplasty. Techniques include penile skin inversion, pedicled colosigmoid
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transplant, and free skrn grafts to line the neovagina. Sexual sensation is an important objective in

vaginoplasty, along with creation of a functional vagina and acceptable cosmesis.

Surgical complications of MtF genital surgery may include complete or partial necrosis of the

vagina and labia, fistulas from the bladder or bowel into the vagina, stenosis of the urethra, and

vaginas that are either too short or too small for coitus. While the surgical techniques for creating

a neovagina are functionally and aesthetically excellent, anorgasmia following the procedure has

been reported, and a second stage labiaplasty may be needed for cosmesis (l(lein & Corzalka,

2009; Lawrence,2006).

Cenìtal surgical procedures for FtM pat¡ents may include hysterectomy, salpingo-oophorectomy,

vaginectomy, metoidioplasty, scrotoplasty, urethroplasty, placement of testicular prostheses,

and phalloplasty. For patients without former abdominal surgery, the laparoscopic technique for

hysterectomy and salpingo-oophorectomy is recommended to avoid a lower-abdominal scar.

Vaginal access may be difficult as most patients are nulliparous and have often not experienced

penetrative intercourse. Current operative techniques lor phalloplasty are varied. The choice of

techniques may be restricted by anatomical or surgical considerations and by a client's financial

considerations. lf the objectives of phalloplasty are a neophallus of good appearance, standing

micturition, sexual sensation, and/or coital abilit¡ patients should be clearly informed that there are

several separate stages of surgery and frequent technical difficulties, which may require additional

operations. Even metoidioplasty, which in theory is a one-stage procedure for construction of a

microphallus, often requlres more than one operation. The objective of standing micturition with

this technique can not always be ensured (Monstrey et a1.,2009).

Complrcations of phalloplasty in FtMs may include frequent urinary tract stenoses and fistulas,

and occasionally necrosis of the neophallus. Metoidioplasty results in a micropenis, without the

capacity for standing urination. Phalloplasty, using a pedicled or a free vascularized flap, is a lengthy,

multi-stage procedure with significant morbidity that includes frequent urinary complications and

unavoidable donor site scarring. For this reason, many FtlV patients never undergo genital surgery

other than hysterectomy and salpingo-oophorectomy (Hage & De Craaf, 1993).

Even patients who develop severe surgical complications seldom regret having undergone surgery.

The ìmportance of surgery can be appreciated by the repeated finding that quality of surgical results

is one of the best predictors of the overall outcome of sex reassignment (Lawrence, 2006).

Other Surgeries

Other surgeries for assisting in body feminization include reduction thyroid chondroplasty

(reduction of the Adam's apple), voice modification surgery, suction"assisted lipoplasty (contour

t.t/orlri l)rr¡ft:s:ri¡n¡i/tLl;çcilriicti ftir'it;¡nlíletrciirr i-lealill *'j

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 278 of 349 PageID #: 4327



The Standards of Care
VERSIOI'J ?

modeling) of the waist, rhinoplasty (nose correction), facial bone reduction, face-lift, and

blepharoplasty (rejuvenation of the eyelid). Other surgeries for assisting in body masculinization

include liposuction, lipofilling, and pectoral implants. Voice surgeryto obtain a deepervoice is rare

but may be recommended in some cases, such as when hormone therapy has been ineffective.

Although these surgeries do not require referral by mental health professionals, such professionals

can play an important role in assistìng clients in making a fully informed decision about the timing

and implications of such procedures in the context of the social transition.

Although most of these procedures are generally labeled "purely aesthetic," these same operations

in an individual with severe gender dysphoria can be considered medically necessary, depending on

the unique clinical situation of a given patient's condition and life situation. This ambiguity reflects

reality in clinical situations, and allows for individual decisions as to the need and desirability of

these procedures.

XI
Postoperative Care and Follow-Up

Long-term postoperative care and follow-up after surgical treatments for gender dysphoria are

associated with good surgical and psychosocial outcomes (lVonstrey et a1.,2009). Follow-up ìs

important to a patient's subsequent physical and mental health and to a surgeon's knowledge

about the benefits and limitations of surgery. Surgeons who operate on patients coming fromlong

distances should include personal follow-up in their care plan and attempt to ensure affordable

local long-term aftercare in their patients' geographic region.

Postoperative patients may sometimes exclude themselves from follow-up by specialty providers,

including the hormone-prescribing physician (for patients receìving hormones), nol recognizing

that these providers are often best able to prevent, diagnose, and treat medical conditions that

are unique to hormonally and surgically treated patients. The need for follow-up equally extends

to mental health professionals, who may have spent a longer period of time with the patient than

any other professional and therefore are in an excellent position to assist in any postoperative

adjustment difficulties. Health professionals should stress the importance of postoperative follow-

up care with their patients and offer continuity of care.

Postoperative patients should undergo regular medical screening according to recommended

guidelines for their age. This is discussed more in the next section.
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Lifelong Preventive and Primary Care

Transsexual, transgender, and gender-nonconforming people need health care throughout their

lives. For example, to avoid the negative secondary effects of having a gonadectomy ala relatively

you ng age and f or receiving long-term, high-dose hormone therapy, patients need thorough med ical

care by providers experienced in primarycare and transgender health. lf one provider is not able to

provide all services, ongoing communication among providers is essential.

Primary care and health maintenance issues should be addressed before, during, and after any

possible changes in gender role and medical interventions to alleviate gender dysphoria. ìVhile

hormone providers and surgeons play important roles in preventive care, every transsexual,

transgender, and gender-nonconforming person should partner with a primary care provider for

overall health care needs (Feldman,2007).

Ceneral Preventive Health Care

Screening guidelines developed for the general population are appropriate for organ systems that

are unlikely to be affectedby feminizing/masculinizinghormone therapy. However, in areas such

as cardiovascular risk factors, osteoporosis, and some cancers (breast, cervical, ovarian, uterine,

and prostate) , such general guidelines may either over- or underestimate the cost-effectiveness of

screening individuals who are receiving hormone therapy.

Several resources provide detailed protocols forthe primary care of patients undergoìngfeminizingl

masculinizìng hormone therapy, including therapy that is provided after sex reassignment surgeries

(Center of Excellence for Transgender Health, UCSF, 201l; Feldman & Coldberg, 2006; Feldman,

2OO7; Corton, Buth, & 5pade,2005). Clinicians should consult their national evidence-based

guidelines and discuss screening with their patients in light of the effects of hormone therapy on

their baseline risk.

I he Standarcls of Care
VERSION /
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Cancer Screening

Cancer screening of organ systems that are associated with sex can present particular medical

and psychosocial challenges for transsexual, transgender, and gender-nonconforming patients and

their health care providers. ln the absence of large-scale prospective studies, providers are unlikely

to have enough evidence to determine the appropriate type and frequency of cancer screenings

for this population. Over-screening results in higher health care costs, high false positive rates,

and often unnecessary exposure to radiation andfor diagnostic interventions such as biopsies.

Under-screening results in diagnostic delay for potentially treatable cancers. Patients may find

cancer screening gender affrrming (such as mammogams for MtF patients) or both physically

and emotionally painful (such as Pap smears offer continuity of care for FtlV patients).

Urogenital Care

Cynecologic care may be necessary for transsexual, transgendeç and gender-nonconforming

people of both sexes. For FtM patients, such care rs needed predominantly for individuals who

have not had genital surgery. For MtF patients, such care is needed after genital surgery, While

many surgeons counsel patients regarding postoperative urogenital care, primary care clinicians

and gynecologists should also be familiar with the special genital concerns of this population.

All lvltF patients should receive counseling regarding genital hygiene, sexuality, and prevention of

sexually transmitted infectrons;those who have had genÌtal surgery should also be counseled on the

need for regular vaginal dilation or penetrative intercourse in order to maintain vaginal depth and

width (van Trotsenburg, 2009). Due to the anatomy of the male pelvis, the axis and the dimensions

of the neovagina differ substantially from those of a biologic vagina. This anatomic difference can

affect intercourse if not understood by MtF patients and their partners (van Trotsenburg,2009).

Lower urinary tract infections occur frequently in lVltF patients who have had surgery because of

the reconstructive requirements of the shortened urethra. ln addition, these patients may suffer

from functional disorders of the lower urinary tract; such disorders may be caused by damage of

the autonomous nerve supply of the bladder floor during dìssection between the rectum and the

bladder, and by a change ofthe position of the bladder itself. A dysfunctional bladder (e.g., overactive

bladder, stress or urge urinary incontinence) may occur after sex reassignment surgery (Hoebeke et

al., 2005; l(uhn, Hiltebrand, & Birkhauser, 2007).

N/ost FtM patients do not undergo vaginectomy (colpectomy). For patients who take masculinizing

hormones, despite considerable conversion of testosterone to estrogens, atrophic changes of the

vaginal lining can be observed regularly and may lead to pruritus or burning. Examination can be

',¡nrld lj¡rli:s:,ìi¡¡¡;1i i',,s.;rrr i:rii¡.;ri il;r ir;trr,;llcrtclr:r He;:lil'r
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both physically and emotionally painful, but lack of treatment can seriously aggravate the situation.

Cynecologists treating the genital complaints of FtM patients should be aware of the sensitivity

that patients with a male gender identity and masculine gender expression might have around

having genitals typically associated with the female sex.

XIV
Applicability of the Støndards of Care to People

Living ¡n lnstitutional Environments

The SOC in their entirety apply to all transsexual, transgender, and gender-nonconforming people,

irrespective of their housing situation. People should not be discriminated against in their access

to appropriate health care based on where they live, includìng institutional environments such as

prìsons or long-/intermediate-term health care facilities (Brown, 2009). Health carefor transsexual,

transgender, and gender-nonconforming people Iiving in an institutional environment should

mirror that which would be available to them if they were living in a non-institutional setting within

the same community.

All elements of assessment and treatment as described ln the SOC can be provided to people

living in institutions (Brown,2009). Access to these medically necessary treatments should not

be denied on the basis of institutionalizalion or housing arrangements. lf the in-house expertise

of health professionals in the dìrect or indirect employ of the institution does not exist to assess

andf or treat people with gender dysphoria, it is appropriate to obtain outside consultation from

professionals who are knowledgeable about this specialized area of health care.

People with gender dysphorìa in institutions may also have coexisting mental health conditions

(Cole et a|.,1997). These conditions should be evaluated and treated appropriately.

People who enter an institution on an approprìate regimen of hormone therapy should be continued

on the same, or similar, therapies and monitored according to the SOC. A "freeze frame" approach

is not considered appropriate care in most situations (Kosilek v. Massachusetts Department of

CorrectionsfMaloney, C.A. No. 92-12820l'/tLW 2002). People with gender dysphoria who are

deemed appropriate for hormone therapy (following the SOC) should be started on such therapy.

The consequences of abrupt withdrawal of hormones or lack of init¡ation of hormone therapy when

medically necessary include a high likelihood of negative outcomes such as surgical self-treatment

by autocastration, depressed mood, dysphoria, andlor suicidality (Brown,20l0).
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Reasonable accommodations to the institutional environment can be made in the delivery of care

consistent with the sOC, if such accommodations do not jeopardize the delivery of medically

necessary care to people with gender dysphoria. An example of a reasonable accommodation is the

use of injectable hormones, if not medically contraindicated, in an environment where diversion of

oral preparations is highly likely (Brown,2009). Denialof needed changes in gender role or access

to treatments, including sex reassignment surgery, on the basis of residence in an institution are

not reasonable accommodations under the SOC (Brown, 2010).

Housing and shower/bathroom facilities for transsexual, transgender, and gender-nonconforming

people living in institutions should take into account their gender identity and role, physical status,

dignity, and personal safety. Placement in a single-sex housing unit, ward, or pod on the sole basis

of the appearance of the external genitalia may not be appropriate and may place the individual at

risk for victimization (Brown, 2009).

lnstìtutions where transsexual, transgender, and gender-nonconforming people reside and receive

health care should monitor for a tolerant and positive climate to ensure that resìdents are not

under attack by staffor other residents.

\/\ fl\ \/fcv

Applicability of the Standards of Cøre to Peop

\)Y¡th Disorders of Sex Development
Ie

Terminology

The term disorder of sex development (DSD) refers to a somatic cond ition of atypical development

of the reproductive tract (Hughes, Houk, Ahmed, Lee, & LWPES/ESPE Consensus Croup,2006).

DSDs include the condition that used to be called intersexuality. Although the terminology was

changed to DSD during an international consensus conference in 2005 (Hughes et a1.,2006),

dlsagreement about language use remains. Some people object strongly to the "disorder" label,

preferring instead to view these congenitalconditions as a matter of diversity (Diamond,2009) and

to contìnue using the lerms intersex or inl.ersexuality.ln the SOC, WPATH uses the term DSD in

an objective and value-free manner, with the goal of ensuring that health professionals recognize

this medical term and use it to access relevant literature as the field progresses. WPATH remains

".Yorlri 
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open to new terminology that will further illuminate the experience of members of this diverse

population and lead to improvements in health care access and delivery.

Rationale for Addition to the SOC

Previously, indivìduals with a DSD who also met lhe DSM-|V-TR's behavioral criteria for Cender

ldentity Disorder (American Psychiatric Association,2000) were excluded from that general

diagnosis. lnstead, they were categorized as havìng a "Cender ldentity Disorder - Not Otherwise

Specified." They were also excluded from the WPATH Standards of Care,

The current proposal for DSM-5 (www.dsm5.org) is to replace the term gender identity disorder wilh

gender dysphoria. Moreove¡ the proposed changes to the DSM consider gender dysphoric people

with a DSD to have a subtype of gender dysphoria. This proposed categorization-which explicitly

differentiates between gender dysphoric individuals with and without a DSD-is justified: ln

people with a DSD, gender dysphoria differs ìn its phenomenological presentation, epidemiology,

I ife trajectories, and etiology (Meyer-Bah I b urg, 2009).

Adults with a DSD and gender dysphoria have increasingly come to the attention of health

professionals. Accordingl¡ a brief discussion of their care is included in this version of the SOC,

Health H istory Considerations

Health professionals assisting patients w¡th both a DSD and gender dysphoria need to be aware

that the medical context in which such patients have grown up is typically very different from that

of people without a DS D.

Some people are recognized as having a DSD through the observation of gender-atypical genitals at

birth. (lncreasingly this observation is made during the prenatal period by way of imaging procedures

such as ultrasound.) These infants then undergo extensive medical diagnostic procedures. After

consultation among the family and health professionals-during which the specific diagnosis,

physical and hormonal findings, and feedback from long-term outcome studies (Cohen-Kettenis,

2005; Dessens, Slijper, & Drop,2005; Jurgensen, Hiort, Holterhus, &Thyen,2007;\Aazur,2005;

Meyer-Bahlburg,,2005; Stikkelbroecl< et al., 2003; lVisniewski, Migeon, lValouf, & Cearhart, 2004)

are considered-the newborn is assigned a sex, either male or female.

Wo rl d P rr:r f e s s ì o n u i li :;'; t.: r i a lì o tt f o r 
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Other ìndividuals with a DSD come to the attention of health professionals around the age of

puberty through the observation of atypical development of secondary sex characteristics. This

observation also leads to a specific medical evaluation,

The type of DSD and severity of the condition has significant implications for decisions about a

patient's initial sex assignment, subsequent genital surgery, and other medical and psychosocial

care (Meyer-Bahlburg,2009). For instance, the degree of prenatalandrogen exposure in individuals

with a DSD has been correlated with the degree of masculinization of gender-related behavior

(that is, gender role and expression); however, the correlation is only moderate, and considerable

behavioral variability remains unaccounted for by prenatal androgen exposure (Jurgensen et al.,

2007; Meyer-Bahlburg, Dolezal, Baker, Ehrhardt, & New,2006). Notably, a similar correlation of

prenatal hormone exposure with gender identity has not been demonstrated (e.g., Meyer-Bahlburg

et al., 2004). This is underlined by the fact that people with the same (core) gender identity canvary

widely in the degree of masculinization of their gender-related behavior.

Assessment and Treatment of Cender Dysphoria

in People with Disorders of Sex Development

Very rarely are indrviduals with a DSD identified as having gender dysphoria beþre a DSD diagnosis

has been made. Even so, a DSD diagnosis is typically apparentwith an appropriate history and basic

physical exam-both of which are part of a medicalevaluation forthe appropriateness of hormone

therapy or surgical interventions for gender dysphoria. Mental health professionals should ask

their clients presenting with gender dysphoria to have a physical exam, particularly if they are not

currently seeing a primary care (or other health care) provider.

Most people with a DSD who are born with genital ambiguity do not develop gender dysphoria

(e.g., Meyer-Bahlburg, Dolezal, etal .,2004; Wisniewski et a1.,2004). However, some people with

a DSD will develop chronic gender dysphoria and even undergo a change in their birth-assigned

sex and/or their gender role (Meyer-Bahlburg, 2005; llilson, 1999; Zucker, 1999). lf there are

persistent and strong indications that gender dysphoria is present, a comprehensive evaluation

by clinicians skilled in the assessment and treatment of gender dysphoria is essential, irrespective

of the patient's age. Detailed recommendations have been published for conducting such an

assessment and for making treatment decisions to address gender dysphoria in the context of

a DSD (N/eyer-Bahlburg,2O1ì). Only after thorough assessment should steps be taken in the

dìrection of changing a patient's birth-assigned sex or gender role.

Clinicians assisting these patients with treatment options to alleviate gender dysphoria may profit

from the insights gained from providing care to patients without a DSD (Cohen-l(ettenis,2010).
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However, certain crìteria fortreatment (e.g., age, duration of experience with living in the desired

gender role) are usually not routinely applied to people with a DS D; rather, the criteria are interpreted

in light of a patient's specific situation (Meyer-Bahlburg,201ì). ln the context of a DSD, changes

in birth-assigned sex and gender role have been made alany age between early elementary-school

age and middle adulthood. Even genital surgery may be performed much earlier in these patients

than in gender dysphoric individuals without a DSD if the surgery is welljustified by the diagnosis,

by the evidence-based gender-identity prognosis for the given syndrome and syndrome severity,

and by the patient's wishes.

One reason for these treatment differences is that genìtal surgery in individuals with a DSD is quite

common in infancy and adolescence. lnfertility may already be present due to either early gonadal

failure or to gonadectomy because of a malignancy nsk. Even so, it is advisable for patients with a

DSD to undergo a full socialtransition to another gender role only if there is a long-standing history

of gender-atypical behavior, and if gender dysphoria andf or the desire to change one's gender role

has been strong and persistent for a considerable period of time. Sìx months is the time perìod of

full symptom expression required for the application of the gender dysphoria diagnosis proposed

for DSM-5 (Meyer-Bahlburg, 201ì).

Additional Resources

The gender-relevant medical histories of people with a DSD are often complex. Their histories may

include a greal variety of inborn genetic, endocrine, and somatic atypicalities, as well as various

hormonal, surgical, and other medrcal treatments. For this reason, many additional issues need

to be considered ìn the psychosocial and medical care of such patients, regardless of the presence

of gender dysphoria. Consideration of these issues is beyond what can be covered in the SOC.

The interested reader ìs referred to existing publications (e.g., Cohen-l(ettenis & Pfäfflin,2003;

Meyer-Bahlburg,2002,2008). Some families and patients also find it useful to consult or work with

community support groups.

There is a very substantial medical literature on the medical management of patients with a DSD.

Much of this literature has been produced by high-level specialists in pediatric endocrinology and

urology, wìth input from specialized mental health professionals, especially in the area of gender.

Recent international consensus conferences have addressed evidence-based care guidelines

(including issues of gender and of genital surgery) for DSD in general (Hughes et a1.,2006) and

specifically for Congenital Adrenal Hyperplasia (Joint LWPES/ESPE CAH Working Croup et al.,

2002; Speiser et al., 2010). Others have addressed the research needs for DSD in general (Meyer-

Bahlburg &"Blizzard,2004) and for selected syndromes such as 46,XXY (Simpson et al., 2003).

vERSlrlN l
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APPTN }IX A
C LOSSARY

Terrninology in the area of health care for tra,nssexual, tr:ansgender, and gender-nonconforming people

is rapidly evolving; new terms are being introduced, and the definitions of existing terms are changing.

Thus, there is often misu'nderstanding, debate, or disagreement about language in this field. Terms that

may be unfamiliar or that have specific meanings in the SOC are defined below for the purpose of this

docu,r¡ent only. Others may adopt these definitions, but WPATH acknowledges that these terms may

be defined differently in different cultures, communities, and contexts.

WPATH also acknowledges that many terms used in relation to this population are not ideal. For

example, the lerms transsexual and transvestite-and, some would argue, the more recent term

transgender-have been applied to people in an objectifying fashion. Yet such terms have been more

or less adopted by many people who are making their best effort to make themselves understood.

By continuing to use these terms, WPATH intends only to ensure that concepts and processes are

comprehensible, in order to facilitate the delivery of quality health care to transsexual, transgender, and

gender-nonconforming people. WPATH remains open to new terminology that will further illuminate

the experience of members of this diverse population and lead to improvements in health care access

and delivery.

Bioidentical hormones: Hormones that are structurally identical to those found in the human body

(ACOC Committee of Cynecologic Practice, 2005). The hormones used in bioidentical hormone

úerapy (BHT) are generally derived from plant sources and are structurally similar to endogenous

human hormones, but they need to be commercially processed to become bioidentical.

Bioidentical compounded hormone therapy (BCHT): Use of hormones that are pr,epared, mixed,

assembled, packaged, or labeled as a drug by a pharmacist and custom-made for a patien,t according to

a physician's specifications. Covernment drug agency approval is not possible for each compounded

product made for an individual consumer.

Cross-dressing (transvestism): llearing clothing and adopting a gender role presentation that, in a

given culture, is more typical of the other sex.

Disorders ofsex development (DSD): Congenital conditions in which the development of chromosomal,

gonadal, or anatomic sex is atypical. Some people strongly object to the "disorder" label and instead

view these conditions as a matter of diversity (Diamond, 2009), preferring the terms intersex and

intersexualíty.
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Female-to-Male (FtM): Adjective to describe individuals assigned female at birth who are changing or

who have changed their body andlor gender role from birth-assigned female to a more masculine body

or role.

Gender dysphoria: Distress that is caused by a discrepancy between a person's gender identity and

that person's sex assigned at birth (and the associated gender role and/or primary and secondary sex

characteristics) (Fisk, I 974; Knudson, De Cuypere, & Bockting, 2010b).

Gender identity: A person's intrinsic sense of being male (a boy or a man), fernale (a girl or woman), or

an alternative gender (e.g., boygirl, girlbo¡ transgender, genderqueer, eunuch) (Bockting, 1999;Stoller,

r e64).

Gender identity disorder: Formal diagnosis set forth by lhe Diagnostic Statistical Manual of Mental

Disorders, 4th Edition, Text Rev (DSM IV-TR) (American Psychiatric Association, 2000). Cender identity

disorder is characteri zed by a strong and persistent cross-gender identification and a persistent

discomfort with one's sex or sense of inappropriateness in the gender role of that sex, causing clinically

significant distress or impairment in social, occupational, or other important areas of functioning.

Gender-nonconforming: Adjective to describe individuals whose gender identity, role, or expression

differs from what is normative for their assigned sex in a given culture and historical period.

Gender role or expression: Characteristics in personality, appearance, and behavior that in a given

culture and historical period are designated as masculine or feminine (that is, more typicalof the male

or female social role) (Ruble, Martin, & Berenbaum,2006). While most individuals present socially in

clearly masculine or feminine gender roles, some people present in an alternative gender role such as

genderqueer or specifically transgender. AII people tend to incorporate both masculine and feminine

characteristics in their gender expression ìn varying ways and to varying degrees (Bockting, 2008).

Genderqueer: ldentity label that may be used by individuals whose gender identity andlor role does

not conform to a binary understanding of gender as limited to the categories of man or woman, male

or fernale (Bockting, 2008).

lnternalized transphobia: Discomfort with one's own transgender feelings or identity as a result of

internalizing society's normative gender expectations.

Male-to-Female (MtF): Adjective to describe individuals assigned male at birth who are changing or

who have changed their body andf or gender role from birth-assigned male to a more feminine body

or role,

Natural hormones: Hormones that are derived from natural sources such as plants or animals. Natural

hormones may or may not be bioidentical.

f! 1,
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Sex: Sex is assigned at birth as male or female, usually based on the appearance of the external

genitalia. When the external genitalia are ambiguous, other components of sex (internal genitalia,

chro,mosomal and hormonal sex) are considered in orderto assign sex (Crumbach, Hughes, &Conte,

2003; MacLaughlin & Donahoe, 2004; Money & Ehrhardt, 1972;Vilain,2000). For most people, gender

identity and expression are consistent with their sex assigned at birth; for transsexual, transgender, and

gender-nonconforming individuals, gender identity or expression differ from their sex assigned at birth.

Sex reassignment surgery (gender affirmation surgery): Surgery to change primary andf or secondary

sex characteristics to affrm a person's gender identity. Sex reassignment surgery can be an important

part of medically necessary treatment to alleviate gender dysphoria.

Transgender: Adjective to describe a diverse group of individuals who cross or transcend culturally

defined categories of gender. The gender identity of transgender people differs to varying degrees from

the sex they were assigned at birth (Bockting, I 999).

Transition: Period of time when individuals change from the gender role associated with their sex

assigned at birth to a different gender role. For many people, this involves learning howto live socially

in another gender role; for others this means finding a gender role and expression that are most

comfortable forthem. Transition may or may not include feminization or masculinization of the body

through hormones or other medical procedures. The nature and duration of transition are variable and

individualized.

Transsexual: Adjective (often applied by the medical profession) to describe individuals who seek to

change or who have changed their primary andlor secondary sex characteristics through femininizing

or masculinizing medical interventions (hormones and/or surgery), typically accompan,ied by a

permanent change in gender role.

Ä P F, ll l\ i-i i)r, Lri

OVERVIEVI OF MEDICAL RISI(S OF HORMONE THERAPY

The risks outlined below are based on two comprehensive, evidence-based literature reviews of

masculinizinglfeminizing hormone therapy (Feldman & Safer,2009; Hembree et a1.,2009), along

with a large cohort study (Asscheman et al., 201 ì). These reviews can serve as detailed references

for providers, along with other widely recognized, published clinical materials (e.g., Dahl et al., 2006;

Ettner et a1.,2007).
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: ' This risk is increased with the additional use of third generation progestins

. This risk is decreased with use of the transdermal (versus oral) r,oute of estradiol administration,

which is recommended for patients at higher risk of VTE.

Cardiovascu lar, cerebrovascu lar disease

and car,diovascular events

Different routes of administration will have different metabolic effects on levels of HDL cholesterol,

LDL cholesterol and lipoprotein (a).

l,n general, clinical evidence suggests that MtF patients with pre-existing lipid disorders may benefit

from the use of transdermal rather than oral estrogen.

Liver/gallbladder'

underlyi,ng. Estrogen use increases the risk of cardiovascular events in patients over age 50 with

card,iovascular risk factors. Additional progestin use may increase this risk.

Lipids

pancreat'itisn Oral estrogen use may markedly increase triglycerides in patients, increasing the risk of

Estrogen and cyproterone acetate use may be associated with transient l,iver enzy,me elevations

and, rarel¡ cli nicaì hepatotoxicity.

Estrogen use increases the risk of cholelithiasis (gallstones) and subsequent cholecystectomy.

Worl d Profession ;r i As sc.¡r:i ¡ilion Éo: îrl nige nder H e¿¡ i';h

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 313 of 349 PageID #: 4362



I

the

ris k

ase

othe

ncre

o
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family history of diabetes

reduces blood pressure and is recommended for at-r

ation.

Spir,onolactone

desiring feminiz

Prolactinoma

' Estrogen use increases the risk of hyperprolactinemia among M

High-dose estrogen use may promote the clinical appearance of preexisting but clinically unapparent

prolactinoma.

lncreased Risk:

Type 2 diabetes mellitus

. Feminizing hormone therapy, pa

particularly among patients with a

Hy:pertensio,n

treatment, but this risk is unlikely thereafter,

lnconclusive or No lncreased Risk:

liems in this category include those that may present risk, but for which the evidence is so minima1 that

no clear conclusion can be reached.

Breast cancer

" MtF persons who have taken feminizinghormones do experience breast cancer, but it is unknown

how their degree of risk compares to that of persons born with female genital,ia.

Longer duration o{ feminizing hormone exposure (i.e., number of years taking estr,oger:r

preparations), family history of breast cancer, obesity (BMl >35), and the use of progestins likely

influence the level of risk.

rnay increase blood pressure, but the effect on d

k

yearfirstthenntsatiep

nceen

F
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Side Effects of Feminizing Therapy:

ng effects may be considered minor or

associated with feminizing hormone therapy

and sexual function

Feminizing hormone therapy may impair fertility.

. Feminizing hormone therapy may decrease libido

hormone therapy reduces nocturnal erections, with variable impact on sexually

erections.

Risks of Anti-Androgen Medications:

hormone regimens often include a variety of agents that affect testosterone prod,uction or

action. These include CnRH agonists, progestins (including cyproterone acetate), spironolactone, and

inhibitors. An extensive discussion of the specific risks of these agents is beyond the

However, both spironolactone and cyproterone acetate are widely used and deserve

Cypro-terone acetate is a progestational compound with anti-androgenic properties (Cooren, 2005; Levy

et a1.,2003). Although widely used in Europe, it is not approved for use in the United States because of
concerns about hepatotoxicity (Thole, Manso, Salgueiro, Revuelta, & Hidalgo, 2OO4). Spironolactone

is commonly used as an anti-androgen in feminizing hormone therapy, particularly in regions where

cyproterone is not approved for use (Dahl et a1.,2006; Moore et a1.,2003; Tangpr:icha et a1.,2003).

Spiro,nolactone has a long history of use in treating hypertension and congestive heart failure. lts

common side effects include hyperkalemia, dizziness, and gastrointestinal symptoms (Physicia,ns' Desk

Reference, 2007) .

on the patient,even desired, depending
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Likely lncreased Risk:

Polycythemia

Masculinizing hormone therapy involving testosterone or other androgenic steroids increases the

risk of polycyther.nia (hematocrit > 5O%o), particularly in patients with other risk factors.

" Transdermal administration and adaptation of dosage may reduce this risk.

Weight gain/visceral fat

Masculinizing hormone therapy can result in modest weight gain, with an increase in visceral fat.

Possible lncreased Risk:

" Testosterone therapy decreases HDL, but variably affects LDL and triglycerides

Supraphysiologic (beyond normal male range) serum levels of testosterone, often found with

extended intramuscular dosing, may worsen lipid profiles, whereas transdermal administration

appears to be more lipid neutral.

Patients with underlying polycystic ovarian syndrome or dyslipidemia may be at increased risk of
worsening dyslipidemia with testosterone therapy.

Liver

" Transient elevations in liver enzymes may occur with testosterone thera.py.

Hepatic dysfunction and malignancies have been noted with oral methyltestosterone. However,

methyltestosterone is no longer available ìn most countries and should no longer be used.

Lipids

t
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Psychiatr:ic

I Masculinizing therapy involving testosterone or other androgenic ster,oids may increase the risk of
hypomanic, manic, or psychotic symptoms in patients with underlying psychiatric disorders that include

such symptoms. This adverse event appears to be associated with h¡gher doses or supraphysiologic

blood levels of testosterone.

lnconclusive or No lncreased Risk:

Items in

no clea,r conclusion can be reached

Osteoporosis

. Testosterone therapy maintains or increases bone mineral density among FtM patients prior to

oophorectom¡ at least in the first three years of treatment.

n There is an increased risk of bone density loss after oophorectomy, particularly if testosterone

therapy is interrlrpted or insufficient. This includes patients utilizing solely oraltestosterone.

Cardi,ovascular

. Masculinizinghormone therapy at normal physiologic doses does not appear to increase the risk

of cardiovascular events among healthy patients.

Masculinizing hormone therapy may increase the risk of cardiovascular disease in patients with

u nderlying risks factors.

a

Hypertension

Masculinizing hormone therapy at normal physiologic doses may increase blood pressure but

does not appear to increase the risk ofhypertension.

Patients with risk factors for hypertension, such as weight gain, family history, or:polycyst¡c ovarian

syndrome, may be at increased risk.
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crease the risk of type 2 diabetes among FtM patients

the risk of type 2 diabetes in patients with other risk

factors, such as significant weight gain, family histor¡ and polycystic ovarian syndr,ome. There are

no data that suggest or show an increase in risk in those with risk factors for dyslipidemia

Breast cancer

Testosterone therapy in FtM patients does not increase the risk of br:east cancer.

Cervical cancer

Testosterone therapy in FtM patients does not increase the risk of cervical cancer, although it nray

increase the risk of minimally abnormal Pap smears due to atrophic changes.

Ovarian cancer

. Analogous to persons born with female genitalia with elevated androgen levels, testosterone

therapy in FtM patients may increase the risk of ovarian cancer, although evidence is limited.

Endometrial (uterine) cancer

' Testosterone therapy in FtM patients may increase the risk of endometrial cancer, although evidence

is limited.

Other Side Effects of Masculinizing Therapy:

The followin,g effects may be considered minor or even desired, depending on the patient, but are

clear.ly associated with masculi nization.

Fertility and sexual function

u Testosterone therapy in FtM patients reduces fertilit¡ although the degree and r,eversibility are

unknown.
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u Testosterone therapy can ind,uce permanent anatomic cha,nges in the developing embryo or fetus

+ Testosterone therapy induces clitoral enla,rgement and increases libido

Acne, andro.genic alopecia

Acne and varyíngdegrees of male pattern hair loss (androgenic alopecia) are common side effècts of
mascul,inizing hormone therapy.

APPE I\ D IX C
SUMMARY OF CRITERIA FOR HORMONE
THERAPY AND SURCERIES

As for all previous versions ofthe SOC, the criteria put forth in the SOCfor hormone therapy and surgical

treatments for gender dysphoria are clinical guidelines; individual health professionals and programs

may modify them. Clinical departures from the SOC may come about because of a patient's unique

anatomic, social, or psychological situation; an experienced health professional's evolving method of
handling a common situation; a research protocol; lack of resources in various parts of the world; or the

need for specific harm-reduction strategies. These departures should be recognized as such, explained

to the patient, and documented through informed consent for quality patÌent care and legal protection.

This documentation is also valuable to accumulate new data, which can be retrospectively examined to

allow for health care-and the SOC-to evolve.

l. Persistent, well-documented gender dysphoria;

2. Capacity to make a fully informed decision and to give consent for treatment;

3. Age of majority in a given country (if youngeç follow the SOC for children and adolescents);

4. lf significant medicalor mentalconcerns are present, they must be reasonablywellcontrolled
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Breast Augmentation (lmplants/Lipofilling) in MtF Patients:

l. Persistent, well-documented gender dysphoria;

therapy (mi.nimum ì2 months) prior to breast augmentation surgery. The purpose is to maximize

br,east growth in order to obtain better surgical (aesthetic) results.

Criteria for Cenital Su rgery (Two Referrals)

Hysterectomy and Salpingo-Oophorectomy in FtM Patients and Orchiectomy in MtF Patients

l. Persistent, well documented gender dysphoria;

2. Capacily to make a fully informed decision and to give consent for treatment;
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3. Age of majority in a given country;

4. lfsignificantmedicalormentalhealthconcernsarepresent,theymustbewellcontrolled;

5. l2 continuous months of hormone therapy as appropriate to the patient's gender goals (unless

hormones are not clinically indicated for the individual).

The aim of hormone therapy prior to gonadectomy is primarily to introduce a period' of reversible

estrogen or testosterone suppression, before a patient undergoes irreversible surgical intervention.

These criteria do not apply to patients who are having these surgical procedures for medical indications

other than gender dysphoria.

Metoidioplasty or Phalloplasty in FtM Patients and Vaginoplasty in MtF Patients

'1. Persistent, well documented gender dysphoria;

2. Capacity to make a fully informed decision and to give consent for treatment;

3. Age of majority in a given country;

4. lfsignificantmedicalormental healthconcernsarepresent,theymustbewellcontrolled;

5. l2 continuous months of hormone therapy as appropriate to the patient's gender goals (unless

hormones are not clinically indicated for the individual);

6. l2continuousmonthsoflivinginagenderrolethatiscongruentwiththeirgenderidentity.

Although not an explicit criterion, it is recommended that these patients also have regularvisits with a

mental health or other medical professional.

The criterion noted above for some types of genital surgeries-that is, that patients engage in
'ì2 continuous months of living in a gender role that is congruent with their gender identity-is based

on expert clinicalconsensus that this experience provides ample opportunity for patients to experience

and socially adjust in their desired gender role, before undergoing irreversible surgery.
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EVIDENCE FOR CLIN ICAL OUTCOM ES

OF TH ERAPEUTIC APPROACH ES

One of the real supports for any new therapy is an outcome analysis. Because of the controversial

nature of sex reassignment surgery, this type of analysis has been very important. Almost all of the

outcome studies in this area have been retrospective.

One of the first studies to examine the posi-treatment psychosocial outcomes of transsexual patients

was done in 1979 at Johns Hopkins University School of Medicine and Hospital (USA) (J. K. Meyer

& Retet ì979). This study focused on patients'occupational, educational, marital, and domiciliary

stability. The results revealed several significant changes with treatment. These changes were not seen

as positive; rather, they showed that many individuals who had entered the treatment program were

no better ofl or were worse off in many measures aíter participation in the program. These findings

resulted in closure of the treatment program at that hospital/medical school (Abramowitz, l986).

Subsequently, a significant number of health professionals called for a standard for eligibility for sex

reassignment surgery. This led to the formulation of the original Standards of Care of the Harry Benjamin

lnternational Cender Dysphoria Association (now WPATH) in ì979.

ln 1981, Pauly published results from a large retrospective study of people who had undergone

sex reassignment surgery. Participants in that study had much better outcomes: Among 83 FtM

patients, 80.7% had a satisfactory outcome (i.e., patìent self report of "improved socialand emotional

adjustment"),6.0% unsatisfactory. Among283 N/tF patients,7lA% had a sat¡sfactoryoutcome,S.l%"

unsatisfactory. This study included patients who were treated before the publication and use of the

Standards ofCare

Since the Standards ofCare have been in place, there has been a steady increase in patient satisfaction

and decrease in dissatisfaction with the outcome of sex reassignment surgery. Studies conducted after

1996 focused on patients who were treated according to lhe Standards of Care. The findings of Rehman

and colleagues (1999) and Krege and colleagues (200.l) are typical of this body of work; none of the

patients in these studies regretted having had surgery, and most reported being satisfied with the

cosmet¡c and functional results ofthe surgery. Even patients who develop severe surgical complications

seldom regret having undergone surgery. Quality of surgical results is one of the best predictors of the

overall outcome of sex reassignment (Lawrence,2003). The vast majority of follow-up studies have

shown an undeniable beneficial effect of sex reassignment surgery on postoperative outcomes such

as subjective well being, cosmesis, and sexualfunction (De Cuypere et al., 2005; Caraffa, Christopher,

& Ralph,20l0; Klein &Corzalka,2009), although the specific magnitude of benefit is uncertain from

:,.:.:,,:,1.'::,,,....:,: ,,,' :..t,..,rr:,;,.¡r.r1 i1,¡ l: .i,',¡t',,:.;:', ::, :,i'il

Case 3:20-cv-00740   Document 252-8   Filed 05/31/22   Page 322 of 349 PageID #: 4371



lhc 5t¡ndariis o1'Care
.¡l iÌ iia: FSICil

the currently available evidence. One study (Emory, Cole, Avery, Meyer, & Meyer, 2003) even showed

improvement in patient income.

One troubling report (Newfield et al., 2006) documented lower scores on quality of life (measured

with the 5F-36) for FtM patients than for the general population. A weakness of that study is that it

recruited its 384 participants by a general email rather than a systematic approach, and the degree

and type of treatment were not recorded. Study participants who were taking testosterone had typically

being doing so for less than 5 years. Reported quality of life was higher for patients who had undergone

breastfchest surgery than for those who had not (p<.00.l). (A similar analysis was not done for genital

surgery.) ln other work, Kuhn and colleagues (2009) used the King's Health Questionnaire to assess

the quality of life of 55 transsexual patients at ì5 years after surgery. Scores were compared to those of

20 healthy female control patients who had undergone abdominal/pelvic surgery in the past. Quality

of life scores for transsexual patients were the same or better than those of control patients for some

subscales (emotions, sleep, incontinence, symptom severìty, and role limitation), but worse in other

domains (general health, physical limitation, and personal limitation).

Two long-term observational studies, both retrospective, compared the mortality and psychiatric

morbidity of transsexual adults to those of general population samples (Asscheman et al., 201 ì; Dhef ne

et a1.,20ì1). An analysis of data from the Swedish National Board of Health and Wel[are information

registryfound that individuals who had received sex reassìgnment surgery (l9l MtF and ì33 FtM) had

significantly higher rates of mortality, suicide, suicidal behavior, and psychiatric morbidity than those

fora nontranssexual control group matched on age, immigranl status, prior psychiatric morbidity, and

birth sex (Dhejne et al., 201 I ). Similarly, a study in the Netherlands reported a higher total mortality rate,

including incidence of suicide, in both pre- and post-surgery transsexual patients (966 MtF and 365

MtF) than in the general population of that country (Asscheman et al., 201ì). Neither of these studies

questioned the efficacy of sex reassignment; indeed, both lacked an adequate comparison group of
transsexuals who either dld not receive treatment or who received treatment other than genital surgery.

Moreover, transsexual people in these studies were treated as far back as the 1970s. However, these

findings do emphasize the need to have good long-term psychological and psychiatric care available

for this population. More studies are needed that focus on the outcomes of current assessmenl and

treatment appr,oaches for gender dysphoria.

It is difficult to determine the effectiveness of hormones alone in the relief of gender dysphoria. Most

studies evaluating the effectiveness of masculinizinglfemtnizinghormone therapy on gender dysphoria

have been conducted with patients who have also undergone sex reassignment surgery. Favorable

effects of therapies that included both hormones and surgery were reported in a comprehensive review

of over 3000 patients in 79 studies (mostly observational) conducted between l96l and l99l (Eldh,

Berg, &Custafsson, ì997;Cijs & Brewaeys, 2007',\Aurad et al., 2010; Ptáfflin &Junge, 1998). Patients

operated on after 1986 did better than those before l986; this reflects significant improvement in

surgical complications (Eldh et al., 1997). Most patients have reported improved psychosocial

outcomes, rangingbetween 87%"for MtF patients and97"/" for FtM patients (Creen & Fleming, 1990).

'\{'1?.
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Similar improvements were found in a Swedish study in which "almost all patients were satisfied with

sex reassignment at 5 years, and B6Y"were assessed by clinicians at follow-up as stable or improved in

global lunctioning" (Johansson, Sundbom, Höjerback, & Bodlund,20l0). lleaknesses of these earlier

studies are their retrospective design and use of different criteria to evaluate outcomes.

A prospective study conducted in the Netherlands evaluated 325 consecutive adult and adolescent

subjects seeking sex reassignment (Smith, Van Coozen, l(uiper, & Cohen-Kettenis,2005). Patients who

underwent sex reassignment therapy (both hormonal and surgical intervention) showed improvements

in their mean gender dysphoria scores, measured by the Utrecht Cender Dysphoria Scale. Scores lor

body dissatisfaction and psychological function also improved in most categories. Fewer than 2Yo

of patients expressed regret after therapy. This is the largest prospective study to affirm the results

from retrospective studies that a combìnation of hormone therapy and surgery improves gender

dysphoria and other areas of psychosocial functioning. There is a need for further research on the

effects of hormone therapy without surgery, and without the goal of maximum physical feminization

or masculinization.

Overall, studies have been reportìng a steady improvement in outcomes as the field becomes more

advanced. Outcome research has mainly focused on the outcome of sex reassignment surgery. ln

current practice there is a range of identity, role, and physical adaptations that could use additional

follow-up or outcome research (lnstitute of fVedicine, 201l).

Arp[þJ [_]¡;i r:

DEVELOPM ENT PROCESS FOR TH E

SIA'VDARDS OF CARE, VERSION 7

The process of developing Standards of Care, Version 7 began when an initial SOC "work group"

was established in 2006. Members were invited to examine specific sections of 50Ç Version 6. For

each section, they were asked to review the relevant literature, identify where research was lacking

and needed, and recommend potential revisions to the SOC as warranted by new evidence. lnvited

papers were submitted by the following authors: Aaron Devor, Walter Bockting, Ceorge Brown, Michael

Brownstein, Peggy Cohen-Kettenìs, Criet DeCuypere, Petra DeSutter, Jamie Feldman, Lin Frase¡ Arlene

lstar Lev, Stephen Levine, Walter Meyer, Heino Meyer-Bahlburg, Stan Monstre¡ Loren Schechter, Mick

van Trotsenburg, Sam Winter, and Ken Zucker. Some of these authors chose to add co-authors to assist

them in their task.

lnitial drafts of these papers were due June ì,2007. Most were completed by September 2007, with

the rest completed by the end of 2007. These manuscripts were then submitted to the lnternational
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Journal of Transgenderism (IJT). Each underwent the regular IJT peer revlew process. The final papers

wer,epublishedinVolumell (l-4) in200g,makingthemavailablefordiscussionanddebate.

After these articles were published, an SOC Revision Committee was established by the WPATH Board

of Di,rectors in 2010. The Revision Committee was first charged with debat¡ng and discussing the ff
background papers through a Coogle website. A subgroup of the Revision Committee was appointed

by the Board of Directors to serve as the lVriting Croup. This group was charged with preparing the first

draft of SOC, Versíon 7 and continuing to work on revisions for consideration by the broader Revision

Committee. The Board also appointed an lnternational Advisory Croup of transsexual, transgender,

and gender-nonconforming individuals to give input on the revision.

A technical writer was hired to (ì) review all of the recommendations for revision-both the original

recommendations as outlined in the f I articles and additional recommendations that emanated from

the online discussion-and (2) create a survey to solicit further input on these potential revisions. From

the survey results, the Writing Croup was able to discern where these experts stood in terms of areas

of agreement and areas in need of more discussion and debate. The technical writer then (3) created a

very rough first draft of SOC Version 7 for lhe lVriting Croup to consider and build on.

The \friting Croup met on March 4 and 5,2011 in a face-to-face expert consultation meeting. They

reviewed all recommended changes and debated and came to consensus on varìous contr"oversial

areas. Decisions were made based on the best available science and expert consensus. These decisions

were incorporated into the draft, and additional sections were written by the Writing Croup with the

assistance of the technical writer.

The draft that emerged from the consultation meeting was then circulated among the Writing Croup

and finalized with the help of the technicalwriter. Once this initial draft was finalized, it was circulated

among the broader SOC Revision Committee and the lnternational Advisory Croup. Discussion was

opened up on the Coogle website and a conference call was held to resolve issues. Feedback from

these groups was considered by the lVriting Croup, who then made further revisions. Two additional

drafts were created and posted on the Coogle website for consideration by the broader SOC Revision

Committee and the lnternational Advisory Croup. Upon completion of these three iterations of review

and revision, the final document was presented to the IVPATH Board of Directors for approval. The

Board of Directors approved this version on September 14,2011.

Funding

The Standards of Care revision process was made possible through a generous granlfrom the Tawani

Foundation and a gift from an anonymous donor. These funds supported the following:
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l. Costs of a professional technical writer;

2. Process of soliciting international input on proposed changes

and the transgender community;

3. Working meetìng of the Writing Croup;

4. Process of gathering additional feedback and arriving at final ex

an.d transgender communities, the Standards of Care, Version

Board of Directors;

5. Costs of printing and distribuling Standards of Care, Version

copy on the WPATH website;

The Stan

from gender identity

pert consensus lrom the professional

7, Revision Committee, a,nd WPATH

7, and posting a free downloadable

6. Plenary session to launch the Standards of Care, Version 7, allhe 201 I WPATH Bien,nial Symposium

in Atlanta, Ceorgia, USA.

Members of the Standards of Care Revision Committeer'

Eli Coleman, PhD (USA)'?-Committee chair

Richard Adler, PhD (USA)

Walter Bockting, PhD (USA)'?

Marsha Botzer, MA (USA)'k

Ceorge Brown, MD (USA)

Peggy Cohen-Kettenis, PhD (Netherlands)r'

Criet DeCuypere, MD (Belgium)'t

Aaron Devor, PhD (Canada)

Randall Ehrbar, PsyD (USA)

Randi Ettner, PhD (USA)

Evan Eyler, MD (USA)

Jamie Feldman, MD, PhD (USA)'?

Lin Fraser, EdD (USA)'t

Rob Carofalo, MD, MPH (USA)

Jarnisor,r Creen, PhD, MFA (USA)'!

Dan Karasic, MD (USA)

Gail Knudson, MD (Canada)"

Arlene lstar Lev, LCSW-R (USA)

Cal Mayer, N/D (USA)

Walter Meye¡ MD (USA)'!

Heino Meyer-Bahlburg, Dr. rer.nat. (USA)

Stan Monstrey, MD, PhD (Belgium)"

Blaine Paxton Hall, MHS-CL, PA-C (USA)

Friedmann Pfäfflin, MD, PhD (Cermany)

Katherine Rachlin, PhD (USA)

Bean Robinson, PhD (USA)

Loren Schechtea MD (USA)

Vin Tangpricha, MD, PhD (USA)

Mick van Trotsenburg, MD (Netherlands)

Anne Vitale, PhD (USA)

Sam \X/inter, PhD (Hong Kong)

Stephen Whittle, OBE (UK)

Kevan Wylie, MB, MD (UK)

Ken Zucker, PhD (Canada)

': WritinB Croup member.
'¡ All members 

'of 
tire SLandards of Care, Versiott i Reviston Camntittee donaied their time to work on this

revision.
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Croup Sele

I ntern,ational Advisory C rou p

Tarnara Adrian, LCBT Rights Venezuela (Venezuela)

Craig Andrews, FtM Australia (Australia)

Christine Burns, MBE, Plain Sense Ltd (UK)

N,aomi Fontanos, Society for Transsexual Women's Rights in the Phillipines (Phillipines)

Tone Marie Hansen, Harry Benjamin Resource Center (Norway)

Rupert Raj, Sherbourne Health Center (Canada)

Mas.ae Torai, FtN/ Japan (Japan)

Kelley \linters, CID Reform Advocates (USA)

Technical Writer

Anne Marie Weber-Main, PhD (USA)

Editorial Assistance

Heidi Fall (USA)
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Male Psychosexual Inversion: Transsexualism
A Reuiezu of 100 Cases

IRA N. PAULY, MD, PORTLAND, ORE

fntroduction
¡-ñ
I }IIS paper is a clinical ¡evierv of a dramatic

psychiatric syndrome, characterized by the
nrale's intense desire for sexual transfornration
by surgical and/or hormonal means, based upon
his complete identification with the ferninine
gender role. The transsexual represents an ex-
tre¡ne rnanifestation of psychosexual inversion,
wherein the individual attempts to deny and
¡slrsrs€ his biological sex, and pass into and
maintain the opposite gender role identifica-
tion.0l These biological males identify rvith the
feminine role to such an extent that they at-
tenrpt to share feminine interests, attitud€s, be-
havior, dress, sexual object choice, and
desperately strive to approximate the female
anatomical structure. This latter aim becornes
the single theme of the transsexual's life, and
requires the cooperation of the physician. The
syndrome is of interest to the surgeon (urolo-
gist and gynecologist) ancl internist (enrlocri-
nologist), as well as the psychiatrist, for it is to
the first of these that the patient comes in hopes
of obtaining an operation for the change of sex
or female hormones. In an ironic sense this
synclrome may be considered iatrogenic, in that
advances in surgical technique and hormone
therapy now permit the partial realization of
fantasies of sexual rnetaurorphosis. The oper-
ation inclucles castration, penectorlly, ancl plastic
constrnction of an artiñcial vagina. Not all three
steps are invariably taken for a variety of rea-

sons. The decision to operate is an extrenrely
complex and controversial one, and is fre-
quently prompted by an attempt at suicicle or
self-mutilation. The justìÊcation for surgical
intervention has been challenged vigorously for
many reasons, not all of which have been scien-

S"¡^itt.¿ for publication Jan 31, 1965.

Read before the 120th annual meeting of the Amer-
ican Psychiatric Association, May 4-8, 1964, Los An-
geles.

From the University of Oregon Medical School,
Departrnent of Psychiatry, Assistant Prof essor.

Reprint requests to 3181 SW Sam Jackson Park
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tifically based. An opportunity is now providecl
to review the clinical material of 100 case re-
ports of male transsexualism collected from the

rnedical literature. These data taken from sorne

54 primary authors are cornpared with informa-
tion from four large series of cases of male

transsexualism.lo'63'??,70'8a'85 f1 is the purpose
of this paper to present the clinical manifesta-
tions of transsexualism and clarify the biologi-
cal ancl psychological clata.

Historical Review
The concept of psychosexual inversion ancl

its specific forms of expression have been

known since antiquity, ancl have appeared in the
classic literature f rom Heroditus to Shake-
speare, until the present time. Well-known his-
torical examples of psycho.sexual inversion span
time fror¡ the Roman Emperor Caligula 60 to
the famous French diplomat Chevalier d'Eon,6D
and currently Hamburger's far¡ous case õ2 has

become the prototype of the most extreme
manifestation of this syndrome. The first men-
tion of this problem in the medical literatr.rre
was in 1830 by the German author Frieclreich a3

who <liscussed the fixed delusion of being a

lvoman, ancl mentioned that this "is not a r¡ery
rare mental clisorder and has been observed al-
most everywhere." Esquirol,sr'so in 1838 in the
French literatnre, briefly mentioned two cases

of transvestism. Westphal De wrote about thc
contrary sexual feeling, and is creditecl with the
first complete <lescription of a case of trans-
vestism. Krafft-Ebin* 03'64 dsc¿ribed numerous
cases of confused psychoscxual identiñcation,
rnanifest by ideas of sexual metamorphosis,
which he felt represerrted a form of paranoicl
psychosis, using the term "metamorphosis
sexualis paranoia." De Monryel 31 describecl

La Maladie des Scyth.es, referring to a form of
psychosexual inversion, the cause of rvhich was
attribtrted to excessive horseback riding. He
was among the ñrst to specìfy an organic etiol-
ogy, Freud a2 used the term inversion, referring
primarily to the reversal of sexual object choice

or homosexuality. Magnus Hirschfeld t6 coined
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the term transvestism, but indicatecl that this
referred only to the ¡nost obvious aspect of the
disorder. Havelock Ellis 38 used the terms sexo-
esthetic inversion and later eonism, stressing
different aspects of the disorder. Marcttse 68

was the first to elaborate that aspect of psycho-
sexual inversion which aims at physical sexual
metamorphosis or change of sex. Abraham 1

reported trpon the first cases to be operated, and
Binder 11 continued the German tradition of
major contribution in this field by writing a
comprehensive description of this syndrome and
compiling an extensive bibliography. Masson 6e

has written the classic monograph on trans-
vestism in the French literature. D. O. Cauld-
vrell 2?^2e first used the term transsexualism,
stressing the sociopathic features by calling the
syndrome Psychopathia Transsexualis. How-
ever, it was not until Christian Hamburger ó2

reported his case that this disorder became well
known. This case was given sensational atten-
tion in the world press, and despite controversial
opinion regarding his report,76'r00 Dr. I{am-
burger must be credited for bringing this syn-
clrome to the attention of the lay public as well
as the medical profession. Finally, Dr. Harry
Benjamin 7-r0 has contributed significantly to
this fielcl since 1953, and has more clinical
experience with cases of transsexualism than
any other single inclivi<lual.

Data
One hundred cases of malc transsexualism

have been collected from the medical literature.
This material is srrrnmarized in Table 1. These
cases are reportecl l:y 54 primary authors in
seven languages (German,337o ;English,33/o ;

French, 22/c ; others, 12%), frorn 13 countries
(Gerrnany, 24% ; Unitecl States, 20/o; France,
l7%; Swit.erland,IT/o; and others, ZBVo). An
attempt was rnacle to obtain information in the
following categories: ag€, occupation, civil
status, surgery, postoperative evaluation, hor-
mone therapy, psychotherapy, psychopathology,
sexual behat'ior, family background, physical
examination, anr.l biological data. Because the
quality of the reports was not uniform it was
impossible to obtain statistical information on
all of the above items. Where stated, percent-
ages represent a rninimal estimate, for only
positive findings are tabulated. The results and
interpretations of these data will follow.

l?3

Etiology
The evidence collected from this series of

100 male transsexuals has not substantiated
clairns of genetic or organic etiology.a'a?'rz
Money and the Hampsons 54'?0,71 have outlined
ñve biological variables of sexual behavior
(gonadal, hormonal, chromosomal, and internal
and external anatomical), and two psychosocial
variables (sex of assignment and rearing, and
gender role). In the normal individual all seven
of these variables are congruent, but the male
transsexual rejects the masculine gender role
despite male biological determinants, and ap-
parent assignment and rearing in the masculine
role. Although the biological variables are gen-
erally within normal limits in this series, there
are some exceptions. Benjamin r0 reports that
3O/o ol his patients showed sorne degree of sex-
ual underdevelopment, although none were ac-
tually eunuchoid. In this series only ñve cases
were reported to show gonadal underdevelop-
ment, whereas 62 were normal on physical ex-
amination. Of 43 transsexuals who had married,
24 (56%) had chil<lren. The l7-ketosteroid val-
ues of the male transsexuals in this series were
within normal limits, where this information
was reported (25%). However, the fact that
androgen levels are normal in the adult does not
rule out the possibility that this syndrome could
result fronr a very early pre-or postnatal hor-
monal imbalance. Recent evidence from infra-
hurnan species 10a strongly suggests an early
period of maximal susceptibility to the influence
of hormones on gender role identity subse-
quently developed. This period of organization
anrl development is prenatal in the guinea pig
and monkey, and postnatal in the rat. Anclrogen
levels in this early period act according to prin-
ciples which appear identical with those opera-
tive during the differentiation of the genital
tracts, but which effect the establishment of the
rnasculinìty or femininity of an individual in-
dependently of the reproductive organs. These
obscrvations in animals are consistent with the
following clinical findings in man: observations
of gender role inversion in children below the

age of 3 48'4e ' early age of onset reported by
transsexuals and their families; the concept of
imprinting and the early ineradicability of gen-

der role preference 71; Stoller's 02 theory of the

early and irreversible establishment of core
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Te¡¿e l.-Cascs of Male Transse*ualìyn sistent vvith a large body of infonnation 5,14'õ4'

78,70'83 indicating that the genetic sex in gender
role inversion is consistent with the other bi-
ological variables. There was one exception out
of 100 cases in this series, in which there was
the coexistence of Klinefelter's syndrome and
transsexualism.T2 This coincidence led Money
and Pollitt to speculate, as others had done
before them,r?'rz that there might be a genotypic
abnormality in cases of psychosexual or gender
role inversion. Despite the fact that they col-
lected six such cases from the literature, in
which Klinefelter's syndrome and transvestism
lvere coexistent, this coincidence did not reach

statistical significance in their series, and repre-
sents but 1 case in 100 in this series of male

transsexuals. Anchersen I reported one example
of conc<.¡rdance for transsexualism in monozy-
gotic twins.

The eviclence from human hernraphrodites
54,?0'71 indicates that individuals accept the role
to which they are assigned and reared, even

when this is contrary to one or more of the
biological variables, These investigators felt that
the sex of an hermaphroditic child should not be

changed after the age of 2 or 3. Recent stud-
ies 33'e3 indicate that the sex of persons with
confr¡sed or ambiguous external genitalia have
been successfuly changed at a much later age.

These divergent views are bridged by the con-
cept of an hermaphroditic gender identity in
some hermaphroclites,ss which permits a change
of apparent gender identity only because the

core gender identity had never been well estab-
iished in the first place. Thus, it becomes critical
to cletermine whether or not the core gender
iclentity has become established. In 13 cases in
this series, and less lhan 2O/o of the cases in
Benjamin's 0'10 series, it is probable that the
transsexual ì,¡/as encouraged to identify rvith the
ferninine genrler role. It should not always be

assumecl that the sex of assignment and rearing

gender iclerrtity, which is the resurr of a r¡i- :1"^::üT*]1..t:-t 
tu''t'particularlv if one con-

orogicar force sometimes powerfut enougr î tt-o:t: t-l:,iol-":to" cues' It is possible to desig-

contradict one's anatomy and ..r.,ri.nn-..rt"ì nate a child as being male with reference to his

upbringing; and Benjarnin's 10 theory that an anatomy and assignment of name' but subtlv or

abnormal co'stitution rnust first be piesent, be- in some cases, rather openly, encourâge him to

fore wrong conclitioning might subsequently act identify u'ith the ferninine role.48'4e Male trans-

as a trigger. The sex chromatin pattern was sexuals apPear to reject the masculine role, and

negative or male in 24 cases where this informa- the majority (87/o in this series) do so

tion was available in this series, and is con- in strong opposition to the wishes of parents

Arch Gen Psychìøt-Vol 13, Aug 19ó5

Case
No, D&te

I 1916

2,3 rS31

4 1932

5,6,7 1933

I 1939

I ¡9{4
l0 tM4
¡1,12, l3 1947

t4 r9{8
l5 l9{0
16 t950
17,18, l9 1050

20 t95t
21-26 1952

27,2ß 1952

29 l9õ3
30, ar, 82 1953

33 ¡95{
3{ 1955

3õ 1955

38 lO55

37 1958

38,39,40 1956

4t,42 1956

43 1956

41,1ñ 1966

46,47,48 1957

{9 1957

50 1057

5tr 52,53 1958

54 1958

5õ 1959

56 1959

ñ7 1959

58,59 1959

60 1960

0l l8ô0
62 1960

63 1960

6{,65,66 1960

67 1960

68 1061

60 196l

70,?r,72 r$BL

73,74 196r
75-78 196r
79-82 1982

83 1062

84,8it,86 1963

87 1963

88 1064

89,90 1964

0l-95 1964

9ô-100 1965

Ref-
ercnce
Num-
bcr(s) Country

68 Germany
1 Gemany
82 Czech
lf Oermany
41 France
103 Switze¡l¿nd
74 US
{(32, 36)switzerland
5l us

52 (10)

25

l0r
77

35
62
30

3
94

40

08

Language

German
German
French
German
tr'rench
O€rm4n
.Eng¡ish
French
English
Ocrman
Oermân
English
Germ¿n
Gêrman
Oerman
Engllsh
O€rman
English
Germ¿n
French
French
F rench
Noruegian
Dtnish
Enßlish
French
Engìish
Clerman
Itaìlan
Oerman
Engllsh
Danish
Oerman
Engllsh
French
English
Dutch
Eng¡ish
Oêrmsn
French
Oerm¿n
Norwegian
I¡ench
Ge¡man
Enslisb
Oe¡man
French
Freoch
English
English
EnglLsh
English
Engìish
Engllsh

Case
Descrip.

tion

ExceìleDt
Fâir
Minimâl
Excellent
Cood
Oood
Excellent
Excellent
Fûir
Oood
Excellent
Fair
Falr
Excel¡ent
FaÍr
Excellent
Excellen¿
Excellent
Fair
Excellent
Dxceller¡t
Excellent
Fair
Minimâl
Go0d
Excellent
Oood
Excellent
Excellent
Excellent
Good
Ercêllent
Good
Excêllent
Miûimal
Fâir
DxceUent
Excellent
Excellent
E¡cellent
Ercelleût
Minimal
Excollent
Excelìent
Ercellent
Excellent
Fair
Excellent
Exoeìlent
Excellent
Ercellent
Fair
l\'linlmâl
Excellcnt

58 Clermany
15 Germany
28,29 US
36 SwitzerlÈnd
6, 45(32)Sï'itz€rland
88 Austrla

16 08)
9õ
96

81

32
tÐ
44

73 08)
l9
60
ó¿

50 (20)

87
59
5?

20

61

t2
55

97

90

34
13

I
86

80

Denmerk
Germany
us
Oermany
Frtnce
Franco
tr'rance
Norwûy
Denmark
Ðcnmûrk
Frsûco
US
0ermany
Itsly
Oermany
England
Donmârk
GermBny
US
France
England
Netherlands
us
Switzerland
France
oermsny
Norway
FÌsnce
Germany
Sweden
OermBny
France
Switzcrland
South Âfrica
US
US
England
US
US
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and society in general. The psychological and
sociological factors involved with early learning
and the child-parent relationship appear very
significant in the determination of gender role
preference. Gender identity or psychosexual
identity, whether normal or deviant, is estab-
lished withir-r the first few years of life. There
is some evidence 11,e2'7o4 to suggest that biologi-
cal factors, unproven in rnan, are prerequisite in
setting the stage for the operation of psycho-
social determinants in the establishrrent of gen-

der role.

Psychopathology
The intrafamily dynamics are varied, and

there is no colnmon pattern which allows one to
generalize. In at least 19 cases, the father is seen

as a feared object, often alcoholic, inconsistent,
and even brutal. Psychosexual inversion is well
established in childhood with preference for the
role of the little girl.ea're This f requently leads

to rejection by peers, and consequent isolation
and unhappiness. It should be stated that the
transsexual is usually an unreliable historian,
f requently unable to recall very well, or inclinecl
to distort.'30,7e'e1,102 The story he gives requires
careful evaluation and interpretation, and spec-

ulations should be made with caution. Despite
his selective recall and tendency to distort, there
is a striking sin'rilarity in the material offered by
transsexuals. The rejection of the rnasculine
role has numerous expressions, from aversion
to boys' activities and games to overt acceptance
of the ferninine role, including transvestism.
Cross-dressing is frequently seen in the pre-
school age, and results in furthe¡ rejection by
male peers. The teasing and hur¡iliation strf-
fered lead to withdrawal, isolation, ancl further
rejection of the masculine role, setting up a

vicious cycle. Through the latency periocl and
adoiescence this pattern becomes ñxed, and only
through fantasies of being female does the in-
vert find escepe frorr the painful reality of his
life. Because of his isolation, he has not devel-
oped interpersonal skills and frequently (26/o)
presents the picture of a schizoid or inadequate
personality. In adolescence and early adulthood,
psychopathic acting out is common (30/o), and
he comes into trouble with society. Overt homo-
sexuality frequently begins at this time, and the
rnajority of transsexuals report a preference

fcrr the male sexual partner. In this series,39/o

M.4LE PSYCHOSEXUAL INV ERSION_PAU LY 1?5

report overt sexual activity with merr, who the
transsexual insists are nonhomosexual, norrnal
men. Of these patients, 57/o remained single,
and of the remaining 43% who married, a¡r-
proxirnately 50lo subsequently divorced. Male
transsexuals report that they abhor homosexn-
ality, condemn this practice in others, and
strongly deny that their own sexual activity is
homosexual. Many male transsexuals, believing
they are \Momen, consider it appropriate to select
a man as a sexual partner, and react to a fer¡ale
partner with the same revulsion that a non-
homosexual man would feel toward a lnale
sexual partner. Brown,21'zz has distinguished
between inverted and noninverted homosexu-
ality. The homosexuality in transsexualism is
thought to be a secondary phenomenon, which is
but another manifestation of the well-estab-
lished primary gender role inversion. On the
other hand, there is a small percentage who
appear to seek the operation as a means of ra-
tionalizing their homosexuality, in which case
the term pseudotranssexual might be consid-
ered. The sexual drive or libido is often weak,
and the gratification comes primarily from being
allowed to play the passive, feminine role.
Benjamin 7'8 has pointed out that the trans-
sexual abhors his genitalia, attempts to hi<le
or remove them through surgery or even
selfr¡utilation. Clearly, this rlistinguishes the
transsexual from the more usual variety of
homosexual, who takes great pleasure from his
genitalia, and would never consider their re-
moval. It shoulcl be emphasized that it is the
feminine role which is sought, in its most broacl
sense. To interpret transsexuali sm s;mply in
terrns of homosexuality 8e neglects much of the
eviclence, ancl exaggerates the sexual airn, which
in fact is a secondary feature. Finally, one
might go further and interpret transsexualisr¡
as an escape from genital sexuality.ze,lo2 The
primary goal, the removal of the genital organs,
certainly precludes this possibility.

The transsexual becomes fixed and rigid in
his role. Once he knows that surgery is pos-
sible, this aim becomes the most important
single goal of his life. The publicity given suc-
cessful transsexuals is frequently the precipitat-
ing event in the transition from transvestism to
transsexualism. This point is clearly demon-
strated by the events which followed the public_
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ity given Dr. Hamburger's case. Within a year,
465 men and women had written to Dr.
Hamburger 53 desperately requesting the same

operation. Certainly, psychosexual inversion
represents a spectrum, with transsexualism rep-
resenting the extreme pole. Homosexuality and
transvestism are usually associated with trans-
sexualism, but refer specifically to sexual object
preference and cross-dressing respectively, and
in themselves may or may not represent more
limited aspect.s of psychosexual inversion. On
the other hand, some transsexuals rarely cross-
dress until after a conversion operation, and
most transr¡estites and homosext¡als do not ¡e-
quest surgery. As time goes on, there is in-
creasing encapsulation, and the transsexual
often becomes convinced that hc is really a

woman. Monthly cramps and rectal bleeding are
reported and he interprets this as menstrua-
¡lon.6'Ð'Ta'?7,e0 Shrinkage of the sexuat orgarls,
enlargernent of the breasts, skin and hair
changes are cornlnonly reported. These may
take on the quality of somatic delusions, an<l he
becomes convinced that some metamorphosis is
taking place. What appears to be the result of
wishful thinking is often caused by estrogens,
which some patients have taken but may not
have mentionecl. Many transsexuals present
thenrselves as pseudohermaphroclites,TT hoping
they can substantiate a biological basis for their
conclition, an<l thus obtain the change of sex
operation. In its most extreme form, this syn-
drome may sometimes represent an unusnal
paranoìd state,2o characterizecl by a well-circum-
scribed delusional system, which attempts to
deny the physical reality of the individual's
borly.so'ro I have suggeste<l the term Paranoia
Transscxualis 7e as a descriptive name for this
syndrorne. Northrup ?3 has interpretetl this
syndrome as a rlefense against overt psychosis

in which the transsexual projects his deltrsional
identification onto society, and to the degree that
this role is accepted, the delusional icleation is
reinforcecl. As long as the transsexual's identity
is not challenged, he remains conrposed and well
integrated. However, should his feminine iden-

tity be challenged, he usually reacts with indig-
nation, hostility, feelings of persecution and

injustice,l02 and even overt paranoid ideation
(30%). At this point, his thinking becomes

tenuous and he is threatened with disorganiza-
tion. Although most authors indicate that the

M ALE PSY C H OSEXU AL I N V ERS I O N-PAU LY

transsexual is not psychotic in the schizophrenrc
sense, there are known instances of disorganiza-
tion when the patient is pushed in the direction
of masculinity.sa,so Of the transsexuals, 19Vo

were thought to be overtly psychotic or schizo-
phrenic, and 2A/o were hospitalized. Lukiano-
wicz 66 has reported upol1 the rarity of
transvestisrn in psychosis, and collected only 15

such cases in the lVestern literature. The trans-
sexual frequently decompensates, his defense
and encapsulation fail and he becomes overtly
tlepressecl (38"h).2 In this series, 35/o have
threatened suicide, and, lTVo have made overt
attempts, sometimes designed to persuade the
physician to give in to his wishes for the oper-
ation. Self-mutilation (see Table 2) is reported
in 18 of these individuals, and this should be

distinguishecl frorn self-mutilation not associ-

ated with a desire for change of sex.13'88 Fi-
nally, a grandiose quality is present in 30/o.
The transsexual is also exhibitionistic (30%)
and seerns to enjoy the attention he obtains as a

medical curiosity.2'ro2 Kubie 65 has mentioned
the drive to become both sexes, indicating that
this is not an uncommon fantasy. What could be

more unique than to pass successfully from one
sex to another? Thus, the paranoid and grandi-
ose features are present in at least 30/o of. the
cases, and the individual may move along the
spectrum of paranoid psychosis to better encap-
sulation at the paranoia pole, or torvard dis-
organization at the paranoid schizophrenic pole.

Results of Surgery

Of the 100 cases reviewed, a total of 48 were
successful in obtaining some alteration of their
sexual anatonry. This information is sllmma-
rized in 'Iable 2, with an attempt to report the
postopcrative evaluations. Six patients per-
formed autocastration, three transsexuals am-
putatecl their penises, and nine others attemptecl

self-mutilation. These dramatìc acts illustrate
the intense abhorence of their genitalia, and the

clesperate need to rid themselves of these organs.
Not all who lvere castrated surgically (42 cases)

were successful in obtaining penectomy (30
cases). Those who did obtain the remo'i'al of
their genitalia were not always successful in
obtaining plastic surgery for the const¡uction
of an artificial vagina (20 cases). These patients

ranged in age from 19 to 44 years at the time
of the initial surgical procedure, with the aver-
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Ter;rr, 2.-Oþerated Cases of Male Transsctualism

Case
No.

2

3

I
ll
t2
14

l5
l6
10

20

2t

24
25

26
27

28
29

30

33

3{
{t
42

{3
18

õ0
6{
65

60

67

68

59

62

67

73

74

77

78

7S

80

8r
82
83
88

03
97

3õ
U¡k'
Unk
Unk
40
14

l9
42

Unk
Unk
26

30's
28

Unk
Unk

23

Unk
Unk

g2

2ã

Unk
Unk

Unk

Yr

4

6 t/4

Sêlf-MutilBtlon

Ä96

6 ¿\ttempted po¡€ctomy

42 Att€mptedpelrectomy
{3 Äutopenectoûy

12 Àttempt€dcastrstion
Àutocsst¡etlon

,AutopeDcctomy
-ÀttemDted csstlât¡ou

Ag Àutopenoctomy

19 Attêmptedcsstrâtloû

Attomptêd penecùomy

Ât¡tocâst¡atio!

40's .å,utocastBtion
13 Àutocastration
2f .A.ul.ocsstrstion

Actcmpted pe¡octomy

10 Attempted pon€ctomy

g2 Âutocaslratlon

Âttempted castratlon

!8

Surgery

Ârldclal
Câstratton, Penætomy, Vagina,

Postop€¡ative Evslurtion

Àce

39
20's

29
42

35
Unk

Äge

30
20's
12

29
10

Àco

39
2O's

30

I
5

3
3

Nono
None
Leg8l cbsngo ol sta¿us-felt hsppy
Functlonl|lg sâtisf8ctoilly
Benoflclsl: lsgal ch¡nge of stÂtus
Rsqu6tbg lu¡ther rurgery: throâte¡s sufcldo
S¿lll requestlng p€D€cl,omy
Sstlsfleal: legal chânge of status
Found gem¡lne in¡er pe¡ce
Regrêtted su¡gery
Legâl chsDg€ ot st¿tus
Iægsl chânge of ststus--rontert & functloning
IÆ dopr€ssed
Iægal changc-happy, stit¡ ¡oques¿ing surgê¡y
I)eath from postoperêtive pulmo!¡ry embol,sm
Legal chrngc: requested ¡usle orgôns
None
None
Famous femalo ontertalner
Legal Change: depressed snd paranold
Legal change: well sdjust€d ln new role
Legal cha¡ge: requestlng femsle hormones
Ssitl€d down afterward: llvllg âs woman
Ve¡y h8ppy ¡fter a few yeârs
Seolns bett€r-no se¡uaì actlvity
More comlortåblû-fslr ¿d justment
RequestlDg further surgery
Feêls wôll
Satlsfled
Non€
Lega¡ chsnge of ststus: doflnitely better
None
None
â.ble to work eflcctively
Rcquestlnß furthcr tùgery
Requesllng ¡mplrntation ol ovùies
UnsÀtkfastory-psychoi ic
Gæd: depression, Bddlctio!, prostitutô
Requestin g fu¡tber surg€¡y
IIgppy
Legs¡ ch¡nge of stBtus: strlp.teaso s¡tkt
NoD€: prostitutô
None: proltltute
None
RequestlDg rrtlfi clnl vâglnÀ-very happy
SÈtlsûed-hof,es to mâ¡ry soon
Non€
Requestlng furthe¡ surgery-p¡rsnotd

r/2

12

26
4l
30's

l0

1i6

l2
8

3
t2

5%
,4
3
¡

Unk
42

30's

Unk
30'

Unk
Unk

Unk
Unk
43

Unk
30's
33
26

3ó
2t
4l

{1

27

34

44

Unk
Unk
Unk
32

28

Unk
20

42

Unk
30's
34

26

36
21

41

44

2.6

Unk
Unk

32
2ø

Unk

27

m30Tocsl 48

8
1

25

' Age unknown.

âge age being 32,2 years. In this series of 48
operated cases, 20 were thought to be definitely
improved by the reporting author, whereas six
were thought to be definitely not improved.
Eleven cases were equivocal, still requesting
further surgery or not substantially different,
and no follow-up information was given for
the remaining 11 cases. Despite the apparent
success indicated by these figures, I suggest cau-
tion in interpreting these results. The criteria
for success are difñcult to determine, and this
leaves the reporting author vulnerable to his own

bias. Also, it is probable that positive outcomes
are more likely to be reportecl, because of the
controversial nature of these demasculinizing
procedures. Benjamin 0'10 reported on 44 pa-
tients who obtained the so-called conversion
operation. Of the 40 who were followed post-
operatively, 34 were thought to have a satis-
factory, if not excetlent, result. Twelve of these
transsexuals were subsequently married, as
"women" to men. Most of these patients had
been referred for psychiatric evaluation prior
to surgery. The transsexual strongly resists any
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suggestion of psychotherapy which is aimed at ries or uteri,r2,25 insisting that this procedure is
reversing his psychosexual orientation. In those possible and that they cãuld beco*e pregnant.
26 cases where this has been attemptecl, psycho- ih.r. seems to be aá endless prr.ui, of a goal
therapy has not been successful, with tu¡o pos- which is clearly impossible. À i.* ha.r,e re-
sible exceptions'35'8? gretted their decision and wish to be made male

Those who favor the operation 3,e'10,45,46,5õ again.€,2e On one occasion the patient brought
point out that the psychological determinants of suit against the physicians involved, despite the
sexual role behavior are more significant than fact that he implored the physicians involved for
the physiological ones. They question the pri- some time, n.,à gru" l¡s written consent. Two
ority given to the external anatorny, when it has well-known male transsexuals 52,e7 have capital-
been demonstrated that this is not nearly as ized on their unique sexual status by becoming
irnportant in determining gender role as other nightclub entertaìners. Many who object to
factors. Why force the patient against his will surgery are aware that psyciotherapy is fre-
into prolonged psychotherapy, when his chance quently not successful wiih reference to chang-for change is poor? They maintain that the ing the psychosexual identiñcation but it m;y
operation is faster, more economical, but rnost well be possible to help the transsexual to accept
important, it is successful, and therefore it is his situation without the removal of his genitalå.
inht¡mane to refuse help to these desperately Usually the transsexual feels that the operation
unhappy individuals. More than once has the will solve all his problems, and he will be able
surgeon's scalpel been prompted by suicide at- to live for the firit time. The male transsexual
ter.npts or self-rnutilation. Somatic treatment for claims that he is feminine in every respect but
ernotional or psychiatric disease is well accepted, the physical. He feels that once h. h", the female
and procedures such as prefrontal lobotorny ancl anatomical structure, this will finally correct the
electroconvulsive therapy have been used em- error of nature, and bring his mií¿ and boclypirically for relief of syrnptoms. Benjamin s into harmony. But, there is some evidence to
points out that estrogens are excellent tran- suggest that his understanding of the feminine
quilizers. tr\¡hile this may be true, the trans- role is superficial and unrealiitic.ro2 This irre-
sexuals in this series who received estrogens (33' versible step presents numerous problems of
cases), were not satisfiecl rvith hormonc therapy adjustment ancl serious legal comitications. It
only and looked forward to the operation itself. is true that some have beãn successful in ob-
Certainly they werc pleased u,'ith the gyneco- taining a legal change of status (12 cases), but
nrastia ancl other feminizing changes. most have not.

Many physicians feel surgery for this condi- Whatever the theoretical considerations, the
tion is unethical or immoral. Some rvho oppo:e primary cleterrent is probably quite practical,
surgery clo so on elnotional and nonscientiÊc Because this operation ;s stiíl 

" u.ry contro-
grounds, and this argument does not help to versial issue, even the physician rvho does feel
clarify the matter. On the other hancl, there are the operation is warranted is reluctant to jeop-
a number of objections, not the least of which arclize his position and career. It is interesting
is a serious doubt as to the results following to note thai in those ca.ses where the transsexual
sur.qery. The reports publishecl reveal some dis- has mutilated himself, he usually has little
turbing eviclence. Iìrequently the criterion for trouble in finding a surgeon to complete the
success is the patient's statement that he is happy transformation. Some rvhio oppose the conver-
that he hacl surgery' But u'hat is the evidence sion operation strongly 

"r. "*ir..n.ly critical offor better acljustnrent? Sorne do marry andap- the physician who Joáperates ," 
^oy 

way withpear to be stable in tlris relationship.e'lo 'I'he the transsexual's demands. Sorne go iurther and
incidence of prostitution among operaterl trans- claim him to be incompetent and"irresponsible.
sexuals is unknown, but there a¡c several knolvn In most cases, the physician has actecl with sin-'
instances of this.55'07 Others have become de- cerity and soul-seårihing deliberatio'. He is
pressecl,2s'55 require subsequent hospitalization, aware of the criticism 

"nã 
.arrru." to which he

make further clernan<ls for new operations, or becomes vulnerabie, and thus he is often a person
are dissatisfied with the one they have obtained. of conviction, who is willing to risk his reputa-
Some have demanded the implantation of ova- tion. It is unfair to assume that all physicians
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T¡¡ra 3,-S¿ries ol Cases ol Transserualism
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3.7;1r62 lg

who have decicJed in favor of the converslon
operation are incompetent.

F'requency

The number of reported cases of transsex-
ualism are summarized in Table 3. It is clear
that this ñgure represents only a fraction of the
cases which must exist. What was thought to be

an exceedingly rare syndrome u' *^y actually
be more prevalent than earlier suspected. Table
I indicates an increasing incidence of male
transsexualism since 1950. Although transsex-
ualism was thought to be an exclusively male
sexual deviation 67 it is now clear that females
are included in this syndrome.lo,?o A total of
603 male transsexuals are reported, compared
with L62 fernales. Whereas 94 lmen were suc-

cessful in obtaining some fo¡m of demasculiniz-
ing surgery, only 19 women have obtained some
f orm of deferninizing surgery (mastectomy
and,/or hysterectomy). Transsexualism, as de-
terminecl by publìshed reports, is approximately
3.7 times l¡ore common in the male than in the
female.

Summary
The psychiatric synclrome of rnale psycho-

sexual inversion in its most extreme form has

been presented. The transsexual attempts to
rleny and reverse his biological sex and pass into
and maintaìn the opposite gender role identifi-
cation, Claims of organic or genetic etiology
have not been substantiated, although there is

some evidence to suggest that biological factors,
rlnproven in man, are prerequisite in setting the

stage for the operation of early psychosocial
rleterminants in the establishment of gender
role. Core gender identity is established early
and is difficult, if not impossible, to reverse.
Psychosexual inversion is seen as a spectrum of
disorders, from mild effeminacy to homosexu-
ality, transvestism, and finally transsexualism,
each representing a more extreme form, and

often including the previous manifestation. An

attempt to approxirnate the female anatomical
structure is the final step in this syndrome. The
justification for the conversion operation is dis-
cussed from both points of view. At least 94
men and 19 women have obtained surgical in-
tervention to some degree. Follow-up studies
at the present time indicate some apparent suc-
cess, but these results must be interpreted with
caution. An important aim of this paper is to
stress the need for continued investigation, in
order to answer the question so dramatically
raisecl by the person requesting a change of sex.
An understancling of this extreme example of
psychosexual pathology may prove helpful in
furthering our knowledge of gender role and
psychosexual development.
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Abstract

Purpose: The World Health Organization general assembly approved the 1lth revision of the International
Classification of Diseases (ICD) in 2019 which will be implemented in 2022. Gender identity-related diagnoses
were substantially reconceptualized and removed from the mental health chapter so that the distress criterion is
no longer a prerequisite. The present study examined reliability and clinical utility of gender identity-related
diagnoses of the ICD-II in comparison with the Diagnostic and Statistical Manual of Mental Disorders
(DSM)-5, ICD-10, and DSM-IV.
Methods: Sixty-four health care providers assessed six videos of two children, two adolescents, and two adults
refered for gender incongruence. Each provider rated one pair of videos with three of the four classification
systems (ICD-11, DSM-5,ICD-10, and DSM-IV-TR). This resulted inT2ratings for the adolescent and adult
diagnoses and 59 ratings for the children's diagnoses.
Results: Interrater agreement rates for each instrument ranged from 65Vo to 797o for the adolescence/adulthood
diagnoses and from 67Vo to 947o for the childhood diagnoses and were comparable regardless of the system
used. Only agreement rates for ICD-ll were significantly better than those for DSM-5 for both age categories.
Clinicians evaluated all four systems as convenient and easy to use.
Conclusion: In conclusion, both classification systems (DSM and ICD) and both editions (DSM-IV and DSM-5
and ICD-10 and ICD-11) of gender identity-related diagnoses seem reliable and convenient for clinical use.

Keywords: classification, DSM, gender dysphoria, gender incongruence, ICD, reliability, utility

lntroduction

¡f-\N Mav 25th 2019, the World Health Organization's
lLrlgeneral assembly ápproved the llth revision of the
International Classification of Diseases (ICD), including a

reconceptualization of the gender identity-related diagno-
ses.' Fifty years ago, a diagnostic category describing the in-
congruence between one's experienced and assigned gender
was introduced in the two most broadly used (mental) health
classification systems, the ICD of the World Health Organi-
zation (WHO) and the Diagnostic and Statistical Manual of

Mental Disorders (DSM) of the American Psychiatric Asso-
ciation (APA).2'3 In the ICD-9 and the ICD-10 at the time,
the term Transsexualism was used for the gender identity-
related diagnosis.a The DSM-III diagnostic rerm for adulrs
was also Transsexualism (DSM-III).5 This term was first
changed to Gender Identity Disorder (GID, DSM-IV) and
subsequently to Gender Dysphoria (GD) in the most recent
version of the DSM, the DSM-5.6'7 The ICD-I1 Working
Group on the Classification of Sexual Disorders and Sexual
Health proposed the term Gender Incongruence (GI), a uni-
versal term with no reference to emotional stress.s*10

Departments of rchild and Adolescent Psychiatry and 2Medical Psychology, Center of Expertise on Gender Dysphoria, Amsterdam
University Medical Centers, Location VUmc, Amsterdam, The Netherlands.

'Center for Sexology and Gender, Pediatric Gender Clinic, Ghent University Hospital, Ghent, Belgium.
"Department of Epidemiology and Biostatistics, Amsterdam Public Health Research Institute, Amsterdam University Medical Centers,

Location VUmc, Amsterdam, The Netherlands.
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(ICD-10 and DSM-IV). Further, we aimed to study similari-
ties and differences between clinical judgments according
to ICD-10, ICD-I1, DSM-IV, and DSM-5, with a specific
focus on the differences with the reconceptualized GI
(ICD-I1) diagnosis. A last aim of the present study was to
assess the clinical utility of the diagnoses by asking the par-
ticipating health care providers about their experiences with
the different systems and editions.

Method

Setting

The V/HO published a draft of the proposed ICD-I1 to
receiv-e input on the proposed st"ructure and diagnostic crite-
ria.'u''' The Center of Expertise on Gender Dysphoria (CEGD)
of the Amsterdam University Medical Centers, location VUmc
in the Netherlands and the Department of Sexology and Gender
Problems (DSGP) of Ghent University Hospital in Belgium
have been offering gender-affirming heatment since the
1970s. The WHO encouraged these specialized clinics to per-
form field studies on gender incongruence. The present study
was part of a larger project, which was financially supported
by three Dutch Ministries (Foreign Affai¡s; Health, Welfare
and Sport; and Education, Culture and Science).la'17

The study was approved by the VUmc Medical Ethics
Committee and all interviewed persons (and/or their parents
depending on age) gave informed consent for use of the
video material for this study.

Participants

In total, 64 health care providers participated in the study
during one of six sessions that were organized. Some health
care providers were specialized in health care related to gen-
der identity/incongruence and some were not. Mental health
professionals (psychologists (in training) and psychiatrists
(in training)) specialized in gender incongruence were
recruited from the CEGD and the DSGP. Health care provid-
ers not specialized in transgender health care were recruited
during two meetings, one for psychiatry residents specializ-
ing in child and adolescent psychiatry and one for team
members of a consultative liaison psychiatry service (psychi-
atrists (in training), psychologists, psychiatric nurses, and
medical students),

Procedure

Between December 2014 and June 2015, six sessions for
video rating were organized. Each test session had a similar
structure and took about t hour: a researcher gave a short in-
troduction to the study. This introduction was also provided
as one written page before the different sets of diagnostic
criteria that were to be rated. Voluntary participation and
confidentiality were explained to be secured. Informed con-
sent was signed for each participating health care provider.
Two videos were presented and assessed using three of the
four different instruments (for convenience reasons making
the session not ionger than I hour); every participant scored
in random order the ICD-11 guidelines and the DSM-5 cri-
teria, and a 3'd set of indicators (either the ICD-10 or the
DSM-IV). After that, a few general questions about the use
of the instruments and a number of background questions had
to be answered. Participants watched one of the following
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Since its introduction into the classification systems, there
have always been controversies around the gender identity-
related diagnoses.l I Because medical gendei affimative in-
terventions are not (yet) needed in prepubertal children, in
particular the childhood diagnosis is considered unuecessary
by some to allow for access to health care.t2-t4 Yet, clini-
cians working in other contexts claim that a childhood diag-
nosis for gender ilcongruence is still necessary to provide
appropriate care.l5'16 The diagnosis for adolescents and
adults has also been criticized. l3 Most importantly, gender
incongruence by itself is considered not a mental disorder,
but one ofmany possible expressions of gender diversity.l0'17'18
To assure access to care, while revising the DSM-IV, the di-
agnosis was retained in the DSM-5, but in a separate chapter
away from conditions such as sexual dysfunctions and para-
philia. In the ICD- I 1, the diagnosis is entirely removed from
the mental health disorders chapter and placed in a separate
chapter named "Conditions related to Sexual Health." This
shift is to improve transgender persons' human rights and
health status by avoiding the combined stigmatization that
is still associated with being transgendel as well as with
having a psychiatric disorder.8'e'18

Classification systems in general have proven to be of
great value in that a criteria-based approach to diagnosis
has markedly improved identification of disorders and dis-
eases.le Classificátion may serve as an important and helpful
tool for communication for researchers, policy makers, and
clinicians so that when they refer to certain features, they
mean the same thing.2o While revising the classification sys-
tems, the diagnostic criteria should have a good intellater re-
liability.2l Therefore, in successive revisions of the DSM and
ICD, field studies have been performed to test the degree
of agreement between clinicians on diagnostic categorization
of the most prevalent conditions.22'23

Gender identity-related diagnostic criteria have never
been formally part of the field trials, neither for the DSM-5
nor for previous DSM versions or for the various ICD edi-
tions. Only the diagnostic øiteria for the childhood diagnosis
have been examined in one DSM-III interrater reliability
study that used parent reported chart information of gender-
referred children.'*

While preparing the llth version of the ICD Mental
Health Chapter, the WHO put a particular focus on clinicai
utility, that is, accuracy of description, ease of use, and fea-
sibility of the classification system.25'26 Vy'ith regard to
the gender identity-related diagnoses, the ICD-1 I field stud-
ies so far have taken place in low and middle-income
countries.2T-2e Ho"n they would be experienced in high-
income countries with a long tradition of providing transgen-
der care is unknown at present.

While in most countries the ICD is the main classification
system used, the DSM is recommended in North America
and some other countries. Making a comparison between
both systems is of interest especially with regard to the
gender identity-related diagnoses, due to the reconceptuali-
zation and placement outside of the mental health chapter
and deletion of distress as an inherent characterìstic of
gender incongruence.

The aim of the current study was to test the interrater reli-
ability of the gender identity-related diagnostic categories in
a high-income country specialty setting according to current
guidelines (ICD-11 and DSM-5) and their previous versions
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RELIABILITY AND UTILITY OF GENDER IDENTITY DIAGNOSES

three pairs of videos: adolescent I and adult 2; adolescent 2
and adult 1; and child 1 and child 2.

For the adolescent and adult diagnoses, there were 72 rat-
ings in total (of 37 different raters) on ICD-11 and DSM-5,
39 ratings (20 raters) on ICD-10, and34 ratings (17 raters)
on DSM-IV. For the children's diagnoses, 59 ratings (30 rat-
ers) were collected on ICD-I1 and DSM-5, 32 ratings on
ICD-10 (16 raters), and 27 ratings on DSM-IV (14 raters).

Materials

Videos. In total, six diagnostic interviews by a psychol-
ogist/psychiatrist (two psychologists, one psychiatrist) were
recorded of a person refered to the CEGD. Two individuals
were adults, two were adolescents, and two were children.
Some background information of each person is available
from the authors. In all age categories, an effort was made
to select one person without diagnostic difficulties and one
person with a more complex gender development history
and presentation.

Classification indicators. We used score sheets based on
eight (four for adolescents/adults and four for children) clas-
sification systems: WHO's ICD-10 (Transsexualism) and
the proposed guidelines of ICD-1 1 (Gender Incongruence)
and the APA's DSM-IV-TR (Gender Identity Disorder)
and DSM-5 (Gender Dysphoria). Participants had to decide
whether indicators were present or not and, based on these
indicators, whether the diagnoses were applicable to the per-
sons in the video. When available, official Dutch versions of
the Classifications were used. For ICD-11,3' translations
were not yet available and the research team translated the
guidelines into Dutch. This translation was not created by
the wHo.

Questions regarding utility of classification systems. Two
questions were asked to assess the experienced clarity of the
diagnostic indicators (answer options on a 5 point scale;
I =very unclear, 2=unclear, 3=neutral, 4=clear, and 5=
very clear) and the certainty with which a rater thought
they made the correct decision (diagnosis present/absent, an-
swer options on a 5 point scale; 1=very unsure, 2=unsure,
3=neutral, 4=sure, and 5=very sure). Also, raters were
asked which of the instruments they thought was most con-
venient to use, and which they felt helped them best to

135

come to a correct diagnosis. For each classification system
it was asked whether it was easy to use (answer options
yes, no, or no opinion).

Analyses

Agreement between raters was calculated by dividing the
total number of raters assessing a classification (present)
by the total number of ratings. Agreement percentages
were chosen for clinical interpretation and due to the large
number of raters for each case.3''33 Chi-square statistics
were performed to examine if the agreement between the
raters on presence or absence of a diagnosis differed between
the respective instruments with a signif,cance set at p < 0.05.
One-way analyses of variance (ANOVA) were performed to
compare mean clarity and certainty scores between instru-
ments. Chi-square statistics were also used to examine
whether clinical utility (convenience, ability to diagnose,
and ease of use) was assessed differently between the instru-
ments. All analyses were performed for the child and adoles-
cenladult videos separately.

Results

Ad ol esc ent/ad u lt d i ag no ses

In Table I, the agreement between the raters is presented
on the presence/absence of a diagnosis according to the four
instruments. For all adolescent and adult videos, a majority
ofraters decided a diagnosis was present. The agreement be-
tween the raters was always agreement on the presence of
a diagnosis. To see if the number of persons who received
a diagnosis differed across instruments, the agreement rates
between the respective instruments were compared. Only
the ICD-11 and DSM-5 raters were significantly different
from each other (75.777o vs. 6'1.657o, / = 10.58, p=0.001).

Table 2 shows the presence/absence of each indicator
of the ICD-11 GI diagnosis.3t Table 3 shows the presence/
absence of each indicator of the DSM-5 GD diagnosis.T
The agreement between raters on the presence/absence of
each indicator of the respective other classification systems
ICD-10 and DSM-IV are available from the authors. Agree-
ment was lowest on the DSM-5 subindicators, "A strong
conviction that one has the typical feelings and reactions
of the other gender (or some alternative gender that is dif-
ferent from one's assigned gender)" (43167,64.187o) and

Taslr 1. AcRr,rrrlprur BprwEs,N Rarrns oN THE Pn¡sENcr or a Dr¡cNosrs AccoRDrNG
To FouR Dr¡r'eneNt CI-asstrrcarloN Sysreus

Instrument
Observations Diagnosis present

and ngreement rate NN

y' brt*rrn instrument comparisotr

ICD|t t p |.{jÌtlÍ X,t p rcDl\,t p

Adolescents/
Adults

Childhood

ICD-1I
DSM-5
ICD-10
DSM-IV-TR
ICD-11
DSM-5
ICD-IO
DSM-IV-TR

53175.7r%
46/67.65Vo
30/78.957o
20/64.527o
50189.29Vo
39t61.247a
30193.15Vo
20/16.927o

10.578;0.001"
0.145; 0.703
1.345;0.246

8.087; 0.004*
0.491;0.483
2.1723;0.141

10
68
38
31
56
58
32
26

1.534; 0.216
0 .094; 0.7 59 1 .182; 0 .182

0.491;0.483
0.805; 0.369 3.416;0.0645

*Significant difference at p < 0.05.
ICD, International Classification of Diseases; DSM, Diagnostic and Statistical Manual of Mental Disorders.
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T¡^st-E 2. Acn¡r,vreNr B¡rw¡¡N Rnrens roR Encs Vlo¡o p¡R lNorcaron AND THE DecrsroN
oN THE PnEsENcE or' ¿, Dlncxosrs AcconorNc ro rHE ICD-l I non AoolcsceNrs/Aoulrs

n= 14 7o n=23 7o n=22 7o n= 13 7o n=72 7o

Adolescent I Adolescent 2 Aduh l AduLt 2 Total

Agreement raters
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Al A strong dislike or discomfort with
one's primary and/or secondary
sex characteristics
(in adolescents, anticipated
secondary sex characteristics)
due to their incongruity with the
experienced gender.

A2 A strong desire to be rid of some or
all of one's primary and/or
secondary sex characteristics
(in adolescents, anticipated
secondary sex characteristics)
due to their incongruity with the
experienced gender.

A3 A strong desire to have the primary
and/or secondary sex
characteristics of the experienced
gender.

A4 A strong desire to be treated (to live
and be accepted) as a person of
the experienced gender.

A total A marked incongruence between
the individual's experienced
gender and the assigned sex, as
manifested by at least two of the
above.

B

tU14 22t23

12114 23123

13t14 21t23

t4/14 t9/21

14/t4 22t23

14t14 22t23

22/22

22/22

16/22

1512t

2u22

22/22

1113¿, 62172 86.117o

7 t13 64112 88.89Vo

10t13 60/72 83.337o

8/1 3 56t69 81.1670

10/13 61/72 93.067o

12/13 '70/72 97.227o

C

Total

The experienced gender
incongruence must have been
continuously present for at least
several months.

The diagnosis cannot be assigned
prior to the onset of puberty.

Do you consider the person to fulfil
all indicators (4, B, and C)?

17123 22/22

14/22 63.67o 21122 95.5Vo

7 /14

9ll3 69.ZVo

13t13

9/13 69.2Vo

59/72 81.94Vo

53110 15.117o

Reprinted with permission from the World Health Organization. (2014).3r ICD-11 beta draft, downloaded November 19,2014 from http://
apps. who.inlclassifi cations/icd 1 I /browse/l-m/en#/

x=most people agreed the criterion was not present (in all other cases, most raters agreed that the criterion was present).

"The condition is associated with clinically significant dis-
tress or impairment in social, occupational, or other impor-
tant areas of functioning" (48170, 68.577o), and on the
DSM-IV indicators, "Belief that he or she was born the
wrong sex" (22132, 68.75Vo) and "The disturbance causes
clinically significant distress or impairment in social, occu-
pational, or other important areas of functioning" (24132,

75.007o). The lowest agreement rate of the ICD-10 subindi-
cators was 84.62Vo (33139, "Not a symptom of another
mental disorder, such as schizophlenia").

Childhood diagnoses

Table I also shows the agreement between the raters regard-
ing the lour childhood diagnoses according to the different
classification systems, ICD-11, ICD-10, DSM-5, and DSM-
IV. For both childhood videos, a majority of raters decided a

diagnosis was present. Thus, the âgreement between the raters
was always agreement that a diagnosis was present. To see if

the number of raters who assessed a diagnosis to be present
differed across instruments, the agreement rates between the
respective instruments were compared. Only the ICD-11 and
DSM-5 rates were significantly different from each other
(89.29Vo vs. 67 .24Vo, Z2 = 8.08, p = 0.004).

Table 4 shows the agreement between raters of the
presence/absence of each indicator of the ICD-11 GI diag-
nosis.3l Table 5 shows the agreement between raters of the
presence/absence of each indicator of the DSM-5 GD diag-
nosis.' The agreement between raters on the presence/
absence of each indicator of the respective other classifica-
tion systems ICD-10 and DSM-IV are available from the
authors. Agreement was lowest on the DSM-5 subindicators
"A strong dislike of one's sexual anatomy" (40157,70.187o)
and "The condition is associated with clinically signifi-
cant distress or impairment in social, occupational, or other
important areas ol functioning" (41156, 73.217o), and on
the DSM-IV indicators, "The disturbance is not concurent
with a physical intersex condition" (17121 , 62967o) and
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oN THE Pnps¡Nc¡ on ¡ Dlncuosrs AcconorNc ro rHE DSM-5 ron AooL¡scpNrs/Aoulrs

AdoLescenrl Adolescent2 Adultl Adult2 Total

n= 14 n=23 n=22 t't= 13 n=72 7o
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A A marked incongruence between one's 14114 23123 22122 10113 69172 95.83Vo
experienced/expressed gender and
one's assigned gender of at least 6
months duration as manifested by at
least two of the following:

Al A marked incongruence between one's 14114 22123 2l/22 10/13 6'7172 93.06Vo
experienced/expressed gender and
one's primary and/or secondary sex
characteristics (or in younger
adolescents, the anticipated
secondary sex characteristics).

A2 A strong desire to be rid of one's l4lI4 23/23 22122 8/13* 67/12 93.067o
primary and/or secondary sex
characteristics because of a marked
incongruence with one's
experienced/expressed gender (or in
younger adolescents, a desire to
prevent the anticipated secondary
sex characteristics).

A3 A strong desire for the primary and/or 12114 23123 15122 9113 59/12 81.947o
secondary sex characteristics of the
other gender.

A4 A strong desire to be of the other 14/14 23123 19/22 8/13 64172 88.89Vo
gender (or some alternative gender
that is different from one's assigned
gender).

A5 A strong desire to be treated as the 14/14 21123 12/21 7113 54171 16.06Vo
other gender (or some alternative
gender that is different from one's
assigned gender).

A6 A strong conviction that one has the 13114 11/21 ll/21 8/1 1* 43167 64.18Vo
typical feelings and reactions of the
other gender (or some alternative
gender that is different from one's
assigned gender).

B The condition is associated with 8/I4* 15122 l8l2l 1ll3 48/70 68.517o
clinically significant distress or
impairment in social, occupational,
or other impol'tant areas of
functioning.

Specify if:
V/ith a disorder ofsex development (e.g., a congenital adrenogenital disorder such as E25.0 congenital adrenal hyperplasia

or E34.50 androgen insensitivity syndrome).
Coding note: Code the disorder of sex development as well as gender dysphoria.

Specify if:
Posttransition: The individual has transitioned to full-time living in the desired gender (with or without legalization of

gender change) and has undergone (or is preparing to have) at least one cross-sex medical procedure or treatment
regimen-namely, regular cross-sex hormone treatment or gender reassignment surgery confirming the desired gender
(e.g., penectomy, vaginoplasty in a natal male; mastectomy ol phalloplasty in a natal female).

Agreement raters

Total Do you consider both the A
and B criterion to be present
in the video?

7/13 (53.880) I4l2I (66.17o) 18121 (85.77o) 7lt3 (53.8Eo) 46/68 67.65Vo

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, (Copyright @ 2013). American
Psychialric Association. All Rights Reserved.'

*=most people agreed the criterion was not present (in all other cases, most raters agreed that the criterion was present).
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Tnsl-e 4. AcRpr,veNr BErw¡¡N Rnrens pon Eacu Vroro psn INorc¡,ron AND THD DnclsroN
oN THE PnrseNc¡, op a Dt¡.cNosrs AccoRulNc ro rHE ICD-11 ron Curr_oR¡N

chitd 1 chitd 2 Total

n=29 7o n=30 7o n=59 7o

A2

A3

AI

A total

C

Total

A strong desire on the child's part to be a different
gender than the assigned sex, or insistence that he or
she is a gender different from one's assigned gender.

A strong dislike on the child's part of his or her sexual
anatomy or anticipated secondary sex characteristics
and/or a strong desire for the primary and/or
anticipated secondary sex characteristics that match
the experienced gender. For example, a child
assigned at birth as a boy says he wants to be rid of
his penis or a child assigned at birth as a girl says she
does not want to develop breasts when she grows up.

Make-believe or fantasy play, toys, games, or activities
and playmates that are typical of the experienced
gendel rather than the assigned sex. Gender
incongruent children assigned as boys reject typically
"masculine" toys, games, and activities and avoid
rough-and-tumble play. Gender incongruent children
assigned as girls reject "feminine" toys, games, and
activities and like rough-and tumble play.

In pre-pubertal children, a marked incongruence
between the child's experienced/expressed gender
and the child's assigned sex as manifested by all of
the above indicators.

The incongruence must have persisted for about 2
years.

The diagnosis can only be assigned to children before
puberty.

Do you consider the person to fulfil all indicators (4, B,
and C)?

29t29

22t29

28/29

22t28

22/21

26t21

20/26 16.927o

30/30

29/30

30t30

29t29

30/30

27/28

30t30

59/59 1007o

5l/59 86.44Vo

58/59 98.317o

51/51 89.417o
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52t51

53/55

1000k 50/56

9l.23Vo

96.36Vo

89.297o

Reprinted wìth permission from_.the World Health Organization. (2014).3r ICD-11 beta draft, downloaded November 19,2014fromhttp:ll
apps.who.int/classifi cations/icd I l/browse/l-m/en#/

"The disturbance causes clinically significant distress or
impairment in social, occupational, or other important
areas of functioning" (20126, 16.92ok). The lowest agree-
ment rate of the ICD-10 subindicators was 87.l}Vo (271
3 I, "A profound disturbance of the normal gender identity;
mere tomboyishness in girls or girlish behavior in boys is
not sufficient").

Clinical utility

Table 6 shows which of the diffelent classification systems
raters found most convenient to use and with which system
they felt most able to make a corect diagnosis and if the clas-
sification system was considered easy to use.

Clarity. No significant differences were found between
the mean clarity-scores of all instruments for the adolescenl
adult diagnoses. Scores were 3.63 (standard deviation
lSDl 0.76) for the ICD-10,3.74 (SD l.0l) for rhe ICD-
I l, 3.81 (SD 0.91) for the DSM-IV-TR, and 3.83
(SD 0.89) for the DSM-5. For the childhood diagnoses,
they were 3.27 (SD 1.03),3.55 (SD 0.87),3.90 (SD 0.67),
and 3.93 (SD 0.69) for the ICD-10, ICD-l l, DSM-IV-TR,
and DSM-5, respectively. Post hoc comparisons revealed
that differences existed in percentages that chose an instru-

ment as most convenient to use with the exception of the
comparison between the ICD-10 and ICD-11 as well as be-
tween the DSM-IV-TR and the DSM-5.

Certainty. No significant differences were found for
mean certainty scores (regarding coming to a diagnosis),
which were 3.25 (SD 1.2) for the ICD-10,3.58 (SD 1.08)
for the ICD-ll, 3.37 (SD 1.12) for rhe DSM-s, and 3.4
(SD 1.07) for the DSM-IV-TR diagnoses of adolescenrs/
adults, and were 3.75 (SD 1.08), 3.64 (SD 1.06), 3.46
(SD 1.09), and 3.'77 (SD 0.99), respectively, for the child-
hood diagnoses.

Ease of use. The majority of the participants (74.37o-
84.2Vo) considered the respective systems eâsy to use for
the adolescent/adult diagnoses. For the childhood diagno-
ses, these percentages were somewhat lower (ranging
from 46.7Vo to 85.1qo). See Table 6. There were no signif-
icant between-instrument differences with regard to ease
of use.

Discussion

With substantial to almost perfect agreement rates of 7 57o
(53 of 70 raters agree) for the adult/adolescent diagnosis
and 897o (50 of 56 raters agree) for the childhood diagnosis,
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oN THE PResrNcs or ¿, Dl¡.cNosrs AcconolNc ro rHE DSM-5 pon Culr-oReN

chitd 1 chitd 2 Total

n= 59 okn=29 n= 30

A A marked incongruence between one's
experienced/expressed gender and
one's assigned gender of at least 6
months duration as manifested by at
least six of the following (one of
which must be Criterion Al).

A1 A strong desire to be of the other gender
or an insistence that one is the other
gender' (or some alternative gender
that is different from one's assigned
gender).

A2 In boys (assigned gender), a strong
preference for cross-dressing or
simulating female attire; or in girls
(assigned gender), a strong preference
for wearing only typical masculine
clothing and a strong resistance to the
wearing of typical feminine clothing.

A3 A strong preference for cross-gender
roles in make-believe play or fantasy
play.

A4 A strong preference for the toys, games
or activities stereotypically used or
engaged in by the other gender.

A5 A strong preference for playmates of the
other gender.

A6 In boys (assigned gender), a strong
rejection of typically masculine toys,
games, and activities and a strong
avoidance of rough-and-tumble play;
or in girls (assigned gender), a strong
rejection of typically feminine toys,

22128

27128

29t29

25/28

23129

29/29

22t28

30t30

30t30

30/30

25t26

30/30

28/29

30/30

5l t58

52/58

98.28Vo

89.667o

52/58 89.667o

57158 98.287o

59/59 100Vo

50t54 92.5970

53/59 89.83Vo
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games, and activities.
A1 A strong dislike of one's sexual 15/27 25/30 40/5j 10.lgTo

anatomy.
A8 A strong desire for the physical sex 15128 30130 45159 17.59To

characteristics that match one's
expelienced gender.

B The condition is associated with 16/26 25/30 4l/56 73.2lvo
clinically significant distress or
impairment in social, occupational, or
other important areas of functioning.

Specify if:
With a disorder of sex d.evelopment (e.g., a congenital adrenogenital disorder such as E25.0 congenital adrenal hyperplasia

or E34.50 androgen insensitivity syndrome).
Coding note: Code the disorder of sex development as well as gender dysphoria.

Specify if:
Posttransition: The individual has transitioned to full-time living in the desired gender (with or without iegalization of

gender change) and has,undergone (or is preparing to have) at least one cross--sex medical procedure or-treatment
regimen-namely, r'egular cross-sex hormone treatment or gender reassignment surgery confirming the desired gender
(e.g., penectomy, vaginoplasty in a natal male; mastectomy or phalloplasty in a natal iemale).

Total Do you consider both A and B criterion 15129
to be present in the video?

(51.72Vo) 24t29 (82.16Eo) 39/58 6-t.24Vo

* Reprinted with permissìon_from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Eclition, (Copyright @ 2013). American
Psychiatric Association. All Rights Reserved.'
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T¡,¡lr, 6. CI-INrcnr- UulIrv o¡ Crnsslrrc¡.tloN Svsreus: Fnequerucres nNo P¡Rc¡NTAcES oF Posrrrvn R¡spoNsns

Which classification system did you think
was most convenient to use?

Comparison between
different instruments

Classifrcatíon used ICD-]O ICD-] I DSM.5 DSM.IV-TR
No preference -

no opinion 2X, p

Adolescent/adult:

Childhood:

4/18
(22.27o)

2/13
(r5.47o)

IIJJ
(21.27o)

3/24
(12.5Vo)

t3t33
(39.47o)

t2/24
(50.07o)

6/t5
(40.}Vo)

6111
(s4.s%)

3/33
(9.17o)

t/24
(4.177o)

3.81; 0.283

1 1.99; 0.007*

Whích classifícation system enabled you best
to make a correct diagnosis?

Adolescent/adult:

Childhood:

1/18
(s.6%)

0/12
(0.07o)

5/32
(15.67o)

4t24
(16.7Vo)

t5/32
(46.97o)

8/24
(33.37o)

5/14
(35.7Vo)

5/12
(41.7Eo)

6t32
(18.87o)

I124
(29.27o)

8.49;0.031^

1.68; 0.432#

Would the classificatíotr sysîem be easy to use in practice?
(percentage answering yes )
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Adolescent/adult:

Childhood:

t6/19
(84.27o)

7 /15
(46.77o)

27/34
(79.4Vo)

19t29
(65.5Vo)

26t35
(74.3Vo)

20t29
(69.j%o)

t3/16
(813%)

12n4
(85.77o)

0.83; 0.843

5.07;0.166

*Significant difference between classification instruments; post hoc conrparisons revealed that differences existed in percentages that
chose an instrument as most convenient to use with the exception of the comparison between the ICD-10 and ICD-11 as well as between
the DSM-IV-TR and the DSM-5.

^Significant difference between classification instruments; post hoc comparisons revealed that differences existed between the instru-
ments on ability to make a correct diagnosis when comparing between the ICD-10 and DSM-5, ICD- l0 and DSM-IV-TR, as well as between
ICD-I1 and DSM-S.

#Only comparison between ICD-11, DSM-5, and DSM-IV-TR; ICD-10=0.

the interrater agreement of both the adult/adolescent
and childhood diagnoses can be considered good for
the ICD-I1.34 Agreement for the DSM-5 diagnosis was
lower, but still considered substantial with agreement
rates of 67Vo (46 of 68 raters agree) for the adult/adolescent
diagnosis and 6lVo (39 of 58 raters agree) for the childhood
diagnosis.'ia

These findings are in line with the only other reliability
study of the childhood DSM-III Gender Identity Disorder
diagnosis that found a high interrater agreement reliability,
although with a different design.'u In that study, two raters
independently agreed in 34 of 36 cases with regard to the
A criterion (expressed desire to be the other gender) and in
28 of 3l cases for the B criterion (anatomical dysphoria,
only assessed in the birth assigned boys). These high agree-
ment rates give confidence that the gender identity diagnoses
can reliably be given independent of the system (ICD or
DSM) used.

'When comparing the different classification systems and
editions, the interrater reliability of the ICD-11 diagnoses
was not different from earlier versions of the ICD and
DSM, but only differed from the DSM-5. An important dif-
ference between the ICD-I1 and the DSM-5 with regard
to gender identity-related diagnoses is the absence of the
distress/impairment requirement in the ICD-11. When
looking at the agreement rates for every indicator sepa-

rately, the lower agreement rate for the DSM-5 stemmed
mainly from the lower agreement clinicians had with that
specific criterion (Tables 3 and 5). Other f,eld studies in
lower-income countries (Mexico, South Africa, and Leba-
non) interviewed transgender adults and found that experi-
enced distress was more strongly connected with (harsh)
social contexts, social re.iection, and violence than to gender
incongruence .27-2e The finding adds evidence to ¡usiifying
the positioning of GI outside the ICD-I1 mental health
chapter.

With regard to utility (i.e., its goodness of fit, accuracy of
description, and feasibility), many health care providers from
this Dutch/Belgium sample picked the DSM classifications
as most convenient to use and most enabling to make a cor-
rect diagnosis compared to the ICD. The preference for the
DSM is probably due to the fact that in the Netherlands
and Belgium, the DSM is the main system used. In ease of
use, clarity, and felt certainty while making a diagnosis,
there were no differences between the four systems. This
provides confidence that both systems have the chance to
be implemented faithfully and consistently.35

Limitations

The study has several limitations that should be addressed.
First, for determining reliability and agreement rates, the
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RELIABILITY AND UTILITY OF GENDER IDENTITY DIAGNOSES

relatively small number of assessed cases was a limitation.
For feasibility reasons, we could only include six cases of
three age groups. A future study should use a more heteroge-
neous sample of cases, including a better balance between
different genders (e.g., also incorporating nonbinary and
gender fl uid identities).

The study was further limited by the fact that video-
recorded specialist clinical interviews were rated, which
could lead to interviewers guiding the raters by plobing
or pausing in a certain direction and causing undue high
agreement.9

Importantly, this study was performed in a specialized
transgender clinic setting with a long history of care and re-
search. Whether the findings are also true in other contexts,
where it is less likely that health care workers are highly
educated and specialized, is yet unknown.

In this regard, it is important to note that in comparison
with other field trials, for example, ICD-II and DSM 5,
that aimed to get large enough (also for relatively rare condi-
tions) representative patient samples in general clinical set-
tings using usual clinical interviews,22'23 the current study
followed a different design. Because the aim of the study
was to investigate reliability and utility in a specialty setting,
as it is often organized in high income countries, the results
may not be generalizable to other settings. The selected pa-
tient sample was therefore, in contrast to other field studies,
more homogeneous, makir.rg power analyses or providing
confidence intervals of little use. We therefore choose to re-
port on agreement rates. In addition, compared to other field
studies, the study made use of a much larger sample of raters
for each case, a mix of transgender health care specialists and
nonspecialists, although most of the raters were mental
health specialists skilled in detecting distress. This high num-
ber of raters was another reason to report agreement rates and
no kappa statistics, as other field studies do.22'23'32'33 Other
future studies could focus on patients presenting to nonspeci-
alty non mental health settings; for example, endocrinology,
surgery, or other medical specialties that provide medical
care to more heterogeneous gender diverse populations, pos-
sibly with less distress. This would ensure more generaliz-
ability, although the probable still low prevalence rates of
GI/GD would make a design comparable to other field stud-
ies a challenge.

Conclusion

In conclusion, the present study showed that the interrater
agreement rates for gender identity-related diagnoses can be
considered good or very good, regardless of the classification
system that was used (ICD-10, ICD-11, DSM-IV-TR, or
DSM-5), both for the adolescence/adulthood diagnosis and
for the childhood diagnoses. The revisions in the ICD-I1
and in the DSM-5 did not change these agreement rates.
Clinicians further assessed the utility of the various classifi-
cation systems as easy to use and few differences between
the former, current, and proposed ICD and DSM classifica-
tions existed with regard to the ability to make a correct di-
agnosis. Future work should assess whether these results are
generalizable to other settings and should also show whether
the reconceptualization of the ICD-I1 is helpful in solv-
ing controversies and diminishing stigma around gender
identity-related diagnoses.
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